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FOR THE PHYSICIAN’S FEEDING THE BABY 
IS TO INSURE NORMAL HEALTHY GROWTH 


OW’S MILK MODIFICATIONS seem at present to be the 
safest and most adaptable food for the artificially fed infant. 


Diluted cow’s milk, with an added carbohydrate, meets the 
nutritional demands of a great majority of babies. 


DEXTRI-MALTOSE, in addition to being the most easily as- 
similated form of carbohydrate, is marketed to the laity with- 
out directions. 


The only manner in which instructions reach the mother is 
through her doctor. The Physician, then, CONTROLS his in- 
fant feeding cases. 


TO BE ON THE SAFE SIDE 
As a prophylactic against Scurvy, Physicians 
prescribe orange juice. 
To insure against Rickets, an extremely po- 
tent Cod Liver Oil is invaluable. 


MEAD’S CERTIFIED COD LIVER OIL 

A dependable Cod Liver Oil of known potency, biolog- 
ically tested for its antirachitic value. 

MEAD’S CERTIFIED COD LIVER OIL is of such 
potency that sufficient quantities, both to cure and pre- 
vent rickets, can be added directly to the Feeding For- 
mula without upsetting the fat proportions of the diet 
or causing indigestion in the baby. 


Literature and liberal samples of MEAD’S CERTIFIED 
COD LIVER OIL sent at the Physician’s request. 


~ MEAD JOHNSON AND COMPANY 
EVANSVILLE, INDIANA, U. S. A. 
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SPECIAL ARTICLE 


THE RELATION OF THE CLINICAL LABORATORIES TO THE 
PRACTICE OF MEDICINE * 


By Paut G. Woottey, M. D., Los Angeles 


HEN properly used, the laboratory is 

an auxiliary rather than a handicap to 
the development of the “clinical senses,” as 
has been frequently charged. 

The line connecting clinical medicine and 
the laboratory is a dotted one. A clinical 
laboratory is not a diagnostic institute. 

The most important service of a laboratory 
is to give the physician something to think 
about and to consult or read about. The 
laboratory is the assistant to the physician— 
not his master. It can never replace trained 


WISH to present the point of view that the laboratory is 
ll subsidiary in the practice of medicine. To at least a small 

extent, therefore, I differ from some clinical pathologists 

and pathologists who seem to confuse the tremendous theo- 
retic and often distant practical value of the general laboratory 
as an institution, and the immediate value of the clinical labora- 
tory in relation to medical practice. 


In the reports of the St. Andrews’ Institute, in the section 
devoted to case-taking methods, these sentences occur: “The 
necessary chemical, bacteriological, hematological and radiologi- 
cal investigations are carried out by the special departments 
devoted to these subjects, and with every specimen or case full 


hands, eyes; and ears. clinical notes are supplied to the special departments. When 


the notes of each case are completed, they are read at a full 
meeting of staff and discussed in detail.” I call these sentences to your attention in order to emphasize 
the fact that the laboratory work is called for as a last resort, otherwise full clinical notes could not 


accompany the requests made upon the laboratory, and that the case reports are discussed by a full staff 
which includes the laboratory men. 


The St. Andrews Institute is the most modern model of a thorough clinic. The relation of the 
laboratory to the clinic as a whole is interesting. It is also interesting in respect of recent opinions regard- 
ing the relation of the laboratory to general medicine. 


Recently, Dr. Wilbur has inferred that bringing in the laboratory has crowded out the clinical 
senses. He says: “We must understand how to get our hands on the patient. The personal touch is 
essential. We must get back into medicine the personal element. The distant approach through the lab- 
oratory is ruinous to the confidential relationship of patient and physician. The dramatic discoveries of 
the laboratory have numbed the talents of the five senses.” (Personally, I think Dr. Wilbur should have - 
said the six senses.) 

Sir James Mackenzie believes that a “laboratory-trained observer cannot recognize any sign except 
those of a grosser kind, while the subtler and more elusive signs pass unrecognized.” In clinical medicine 
the grosser kinds have to be detected, and the laboratory-trained observer can detect them, but his train- 
ing has not enabled him to detect the subtler reactions, and hence he fails to obtain that skill in observa- 
tion which is essential to the physician. 

These quotations from the writings of prominent clinicians indicate that there is a tendency, to say 
the least, to conceive of the laboratory as something of a handicap to the continued development of the 
“clinical sense.” The main objection seems to be that laboratory methods tend to the use of short cuts 
in diagnosis, and that they tend, therefore, to replace concentrated and trained personal observation, and 
often to erroneous conclusions. In other words, there seems to be a growing belief that careless use of 
laboratory methods results in clinical inefficiency. I personally believe that there is considerable truth in 
this attitude, but it seems to me that the fault is rather on the side of the clinic than on that of the 
laboratory, though both have a share. 

It is not so much that laboratory reports are misleading, or even incorrect, but that they tend to 
make the physician rely too little upon himself. This may not be essentially or intrinsically bad for the 
patient, but for the physician it is a pity. 

I should like to remark just at this point that the generalized practice of vaccine therapy exemplifies 
nicely this point. A great deal of vaccine therapy has led many practitioners to a belief in propter hoc, 


* Presented by invitation at the General Sessions of the California Medical Association’s Fifty-third Annua) 
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when the results were actually only post hoc. In 
many laboratgries the preparation of vaccines, 
though not the giving of them—thank God—con- 
stitutes a large part of the work. 

Perhaps the whole situation rests upon a founda- 
tion of faulty teaching, which, because of the won- 
derful achievements of experimental work with in- 
struments and methods of precision, emphasizes the 
laboratory methods and neglects, to a corresponding 
degree, the very careful training of the unaided 
senses of the student of medicine. Students become lab- 
oratory-trained observers, in the sense of Macken- 
zie. It is not that they cannot recognize the “subtler 
and more elusive signs,”’ but that they have not been 
trained to do so. They have less to do with patients 
than with materials from them. When it comes to 
a final analysis, Mackenzie himself used, for a time 
at least, laboratory methods and equipment which 
pointed out to him “the subtler and elusive signs” 
which he so much emphasizes, so that eventually 
it became possible for him to discard, more or less, 
the methods and instruments which taught him. 


This accentuation of the laboratory methods and 
the relative disregard of dependence upon the un- 
aided senses have, it is true, led to a state of affairs 
which is to be deplored. It is probably easier to 
teach the use of the methods of the laboratory alone 
than to teach the use of the five senses, and culti- 

vate the sixth. There is the feeling in certain quar- 
ters that at least part of the trouble lies in the cur- 
riculum of the medical school, and with this feel- 
ing comes the suggestion to smash the curriculum 
and then remold it nearer to the heart’s desire. But 
there is not so much need “to smash the present cur- 
riculum and revamp it to bring it up to the medical 
requirements of modern knowledge” as to correlate 
its parts so that pre-medical and medical courses are 
co-ordinated and so related to one another and so 
made use of one in another, that the scientific require- 
ments of modern medicine are met. Present courses 
are often, as Dr. Wilbur says, ridiculous, but often 
this is true because they are taught as so-called medi- 
cal courses. There is no such thing as medical chem- 
istry until after a firm foundation has been laid in 
pure physics and chemistry. It is because of such 
so-called “medical courses” that the scientific world 
is making ~progress more rapidly than the ordinary 
medical school has been able to assimilate the re- 
sults. It may not be necessary for the practicing 
physician to know the details of modern physics and 
chemistry, or to know the exact technic of a test 
for blood sugar, but he ought to know the general 
principles. If premedical physics and chemistry were 
used in the courses following through in the cur- 
riculum ; if physics and chemistry were actively cor- 
related with anatomy, physiology, biochemistry, pa- 
thology and physical dtagnosis, a great‘ gain could 
be made. In other words, make the laboratory 
courses kinetic instead of static. Such a correlation 
or system of correlations would result in some sort 
of “‘case-methods” of teaching medicine, for which 
much could be said. If Cushing’s suggestion to in- 
vert the curriculum were tried, the danger of di- 
vorcing pre-medical science and medical courses 
would be enhanced. 


The present system of medical satan has re- 
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sulted in the isolation of the clinical laboratory, so 
that at the present time it .occupies a place in medi- 
cine somewhat analogous to the place occupied by 
the anatomy of the nervous system or psychology in 
the curriculum. The line connecting clinical medi- 
cine and the laboratory is a dotted one. 


In the scheme of medical practice, neither the pa- 
thologist nor the methods he uses occupy the place 
of greatest value. The pathologist is looked upon 
as a mere technician. In some instances, he is, for- 
tunately, considered as a more or less magnified one. 
And yet he is expected, not uncommonly, to make 
diagnoses. 

A clinical laboratory is not a diagnostic institu- 
tion. By that is meant that it is not an institution 
in which the main object is to make diagnoses by 
means of specimens. It is an institution, a work- 
shop, in which data of clinical value are sought and 
given to physicians to whom, when they are added 
to his clinical history, they have a definite meaning, 
with respect to his interpretation of a patient’s ills. 
By means of such data, the physician i is more easily 
able (or more quickly able) to arrive at a diagno- 
sis, more accurately to estimate a prognosis, and 
more confidently to institute logical therapeusis. 

In but few instances have clinical laboratories 
risen to the place they ought to occupy, for the rea- 
son that the need of them has grown at such sur- 
passing speed that the demand for heads has ex- 
ceeded the supply. Thus, it has come to pass that 
they have been organized chiefly to turn out reports, 
so to speak. Groups of physicians, hospitals, here 
and there, clinics everywhere have demanded tech- 
nicians, not clinical pathologists, and have been will- 
ing to pay but technicians’ wages up until the most 
recent times. And they have got just what they 
deserved—technicians’ services. They have not got 
what they out to have—very special skill and knowl- 
edge based upon training and experience. And, 
therefore, the laboratory has become too frequently 
only an adjunct of the group, of the hospital, of the 
clinic, instead of being an essentially integral part 
of each, upon a consultation basis. In the proper 
clinical laboratory the chief should be chosen partly 
for his skill, partly for his experience and judg- 
ment. To him the physician should come with prob- 
lems to discuss, to get perspective, to get advice and 
information gleaned from fields which the practi- 
tioner cannot even be expected to know; for how 
can the busy doctor find time to read the various 
more specialized journals of medical chemistry, bac- 
teriology, immunology and the like, when he has 
scarcely time—if he have even so much—to read 
his own local state journal and his national medical 
journal? 


One of the best subjects to illustrate the inter- 
relationships of clinical and laboratory studies is 
urinalysis, because in the clinic of renal disease the 
conclusions as to the functional activity and pa- 
thology of the kidney have been based very gener- 
ally upon urine analytic reports. 

There is not a single item looked for in a routine 
urinalysis which of itself means disease of the kid- 
ney. The presence of casts and albumin do not 
necessarily mean renal disease, nor does the pres- 
ence of pus cells or of blood. Nor in case there is 
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actual disease of the kidneys does the amount of 
abnormal materials indicate necessarily the amount 
of disease. In Stark’s series of 600 cases which came 
to autopsy, the clinical and anatomical diagnoses 
agreed with respect to the kidney) in but 36 per 
cent. 

Certain conditions have been shown to be requi- 
site for the secretion of a normal urine. In the first 
place, there must be at least 18 to 20 per cent of 
normal kidney weight. In other words, an animal 
may have lost from 75 to 80 per cent of his kidney 
substance and still preserve an adequate function, 
provided the surviving tissue is normal. In the 
second place, the vascular system must be sufficient, 
for, naturally enough, unless an adequate amount 
of blood can reach the kidneys, and unless the renal 
vessels have a normal permeability, the system will 
be lacking. In the third place, there must be a suffi- 
cient supply of free water, for otherwise the ex- 
cess of salts cannot be carried out of the body in 
normal amounts, and will accumulate; and in the 
fourth place, there must be a free outlet from the 
body, for otherwise the fluid will be dammed back 
in the urinary system and will impair the renal 
secretory activities. 

The facts are that the glomerulus secretes water 
and salts, and that the tubular system resorbs salts 
and excretes nitrogenous bodies. That being the 
case, one should be able to say in case of disease 
that, if there is salt and water retention, the glomer- 
ulus is the essentially damaged part of the organ, 
and that if nitrogen accumulates in the body the 
disease is essentially tubular. This sharp demarca- 
tion of disease can be produced experimentally no 
doubt, but it rarely occurs in nature, and so the 
features of renal disease are always mixed. More- 
over, even fairly sharply delimited disease of the 
tubules may cause water retention, because swelling 
of the cells prevents the passage of water from the 
glomerulus through the tubules, and since that is 
true there can be no resorption of salts. It is im- 
possible to demarcate the lesions because demarca- 
tion does not occur. Inflammatory nephropathies 
always (speaking generally) affect both glomerulus 
and tubules. 

Another set of factors influence our clinical 
studies of nephritis, and these have to do with the 
distribution of renal lesions. In some cases the 
changes affect the whole organ; they are diffuse. In 
others they affect only parts of the organ; they are 
focal, “‘spotty.”” What does this mean? This, that 
if one part of the kidney is normal that part pro- 
duces a normal urine. If one part is abnormal it 
produces an abnormal urine. The two urines mix 
in the pelvis and in the bladder, and the result is, 
of course, composite. That is one reason why uri- 
nalysis alone tells so little in many cases. It may 
even be that if there is sufficient normal tissue left 
it is able to do the complete secretion and absorp- 
tion work for the body, and so nitrogenous bodies 
do not accumulate in the blood. It is such cases 
that show a normal or slightly abnormal blood 
nitrogen, a normal phthalein output, an almost nor- 
mal urine, yet which are on the ragged edge be- 
tween health and disability. And what of a state 
of affairs in which one kidney is badly damaged 
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and the other healthy! Here, of course, lack of 
elimination in one side will be taken care of in the 
other. 

When one takes all these things into considera- 
tion he realizes at once that conclusions as to the 
state of the kidney drawn from studies of the urine 
alone may be “as brittle as the urinal.” A kidney 
which is 50 to 75 per cent diseased may produce 
a normal urine, when the diseased portions are so 
damaged that they do not secrete. The normal 
urine comes from the normal parts of a diseased 
kidney. Isn’t this exactly what happens in a so- 
called chronic interstitial. nephritis ? 

Coffen has reported an intensive study of albu- 
minuria, with special reference to its clinical signifi- 
cance, and says: “Albuminuria is not a sure indi- 
cation of damaged kidneys; for it may appear when 
these organs are normal, as in orthostatic albuminu- 
ria, or it may be absent in a widespread degenera- 
tion of the kidneys as in interstitial nephritis. Fur- 
thermore, albuminuria may be excessive from pas- 
sive congestion of the kidneys, the primary difficulty 
being in the heart. When albuminuria is excessive 
and associated with oliguria and apparent uremia, 
as a late event in arterial hypertension or in circula- 
tory failure, it may cause much apprehension; on 
the other hand, the absence of albumin in the urine 
may give a false sense of security.” From these and 
collateral remarks it is readily seen that dependence 
upon urinary findings alone leads to error. 

In other words, a laboratory report which says, 
in effect, that the urine is normal does not mean 
necessarily that the kidneys are normal. Even 
Shakespeare knew that the urine itself might be a 
very healthy urine, but for the person who had the 
passing thereof, he might have more diseases than 
was suspected. And an abnormal urine may not 
refer to actual renal disease, but rather to a patho- 
logic heart or to a damaged vascular system. 

In other sectors of pathology, one finds similar 
states of affairs which emphasize the need of close 
co-operation between physician and pathologist. For 
instance, the absence of tubercle bacilli in a sputum 
does not mean absence of active pulmonary tubercu-_ 
losis. A negative Wassermann is not proof of free- 
dom from luetic infection. 

Sometimes the laboratory is able to make a clean- 
cut diagnosis, but if one considers the volume of 
laboratory work, this is rare. What it does do is to 
give the physician something to think about and to 
consult or to read about. The laboratory is the as- 
sistant of the physician—not his master. It should 
not make him less careful, but more careful, and 
should help to keep him up to date in fields in 
which he does not work. It can never replace 
trained hands, and eyes, and ears, even though it 
oftentimes supplies some facts that are essential in 
aiding accurate diagnosis, in influencing prognosis, 
and in deciding problems of treatment. 

The clinical laboratory should be the agency 
through which the physician is kept abreast of the 
advances of medical science which are founded upon 
physics, chemistry, bacteriology, and pathology. 
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OBSTRUCTION OF THE CYSTIC DUCT 
AND ITS SURGICAL CONSEQUENCES 


By ANDREW STEWART LOBINGIER, M. D., Los Angeles 


Too little attention has been given to the importance of 
the cystic duct in acute conditions of the gall-bladder. 

The complicated anatomy of the cystic duct; its many 
variations ; its relation to other ducts, and the grave com- 


plications consequent upon its obstruction merit critical 
consideration. 


Discussion by Dow H. Ransom, Madera; H. A. L. Ryf- 
kogel, San Francisco; C. P. Thomas, Los Angeles; Willard 
J. Stone, Pasadena; and Emmet Rixford, San Francisco. 


Some of the most complicated pathology is asso- 
ciated with obstruction of the cystic duct, yet one 
rarely sees the subject discussed in the current surgi- 
cal literature. The list in this complex comprises 
many of the most hazardous to the life of the pa- 
tient of all the pathologic conditions found in the 
gall-bladder. Cysticus, empyema, necrotic oedema, 
and gangrene are in themselves sufficient to distin- 
guish the subject as one worthy of the most serious 
consideration. 

In this limited discussion, we can only briefly con- 
sider some of the more important factors contribut- 
ing to obstruction. 


The spiral form of the cystic duct, with its nu- 
merous valves of Heister which operate in the phy- 
siologic retention and discharge of the bile, are most 
important factors in the lodgment and ultimate im- 
paction of an obstructing stone. When this obstruc- 
tion is more or less complete, the wall of the gall- 
bladder develops a low resistance and septic bac- 
teria, which may be borne to its walls through the 
lymph channels leading from the liver, find a cul- 
ture medium favorable to their growth. Moreover, 
the experimental studies of Chiarolanza and of 
Peterman, proved conclusively that when the cystic 
duct was totally obstructed (ligated in their experi- 
ment) bacteria were found in abundance in the con- 
tents of the gall-bladder. The bile is absent in total 
obstruction, and what germicidal action it may have 
is not operative. 

The pressure from an impacted stone may cause 
an oedema in the gall-bladder wall which may be- 
come necrotic in degree, a condition which is ante- 
cedent to gangrene itself. True gangrene is rarely 
seen, due probably to an early recognition by the sur- 
geon of acute infection before true gangrene ensues. 

In cysticus, the process of oedema never goes on 
to necrotic destruction. The bile is gradually ex- 
cluded, for, at the beginning, the stone is acting 
only as a ball valve, allowing some bile to come into 
the bladder and escape from it. The walls are grad- 
ually thickening through this chronic process, which 
may cover a period of many years. Finally, the 
occlusion of the cystic duct becomes complete, either 
from impaction by the stone or, as one rarely sees, 
the stone has disappeared, but had produced an 
ulceration in the mucosa of the duct and a hyper- 
plasia of the wall, so that a definite occluding stric- 
ture has resulted. A cystic gall-bladder may be 
hyperplastic or have a thin wall, depending entirely 
upon the amount of mucus poured out from its wall. 
It is always painful, and the degree of pain suffered 
will be dependent on the tension arising from the 
imprisoned mucus. 

There are some cystic gall-bladders which may 
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have been acutely infected in the beginning, but 
were not recognized as surgical crises, and passed 
back into a latent condition, in which cysticus was 
the terminal result. , 


It is conceivable that a cystic gall-bladder in the 
early stages of its development may, before its lym- 
phatic system has become destroyed, develop an em- 
pyema from a flood of septic bacteria pouring into 
it through the lymph channels from a distant septic 
focus. As we have seen, this infection must come by 
way of the liver, and the portal circulation is the 
stream which bears the colonies that filter through 
into the hepatic lymph spaces and through them into 
the lymphatics of the gall-bladder. These are possi- 
bilities, but they do not represent the usual course 
in the development of necrotic oedema or of em- 
pyema of the gall-bladder. When we revert to the 
lymphatic and blood supply of the gall-bladder, we 
observe the anatomical arrangement by which pres- 
sure from within, from a stone which suddenly had 
become definitely impacted, can quickly derange or 
cut off the blood supply and lymph drainage, so as 
to favor the infection of the contents of the gall- 
bladder or the necrotic destruction of its wall. All 
the conditions favorable to infection are found pres- 
ent; it is only a question of the degree of virulence 
of the bacteria or of the obstruction to the vessels 
which nourish the gall-bladder. Writers are fond 
of finding an analogy between this pathology and 
that present in a necrotic vermiform appendix. But 
the pathologic physiology, while superficially similar, 
is considerably more complex in the gall-bladder. 


The symptoms of calculus obstruction of the cys- 
tic duct are colicky pain, tenderness, and increasing 
tumor. 


Riedel found jaundice in 12 to 15 per cent from 
pressure on the common hepatic duct. If septic in- 
fection ensues, there will be rigidity of the rectus, 
increasing tenderness, chills, and temperature rang- 
ing from 100 F. to 104 F., with a corresponding 
increase in the pulse rate. 


There is a high leucocytosis, ranging from 20,000 
to 30,000, with 80 to 90 per cent polymorpho- 
nuclear count. A certain percentage will have jaun- 
dice, although we have seen this complication in only 
three cases. Jaundice may arise from the odema 
extending downward toward the common hepatic 
duct, which, taken with the pressure of the occlud- 
ing stone, may cause a long persisting jaundice and 
leave doubt in the mind of the operator whether a 
stone may not have been left in the common duct. 
A meddlesome exploration of the chaledochus or 
common hepatic duct is a doubtful procedure in 
acutely septic gall-bladders. And not uncommonly 
one finds the foramen of Winslow sealed by adhe- 
sions, with a general oedematous condition of the 
tissues surrounding the common ducts. An effort 
should always be made, however, when a jaundice 
is present, to discover by external finger palpation, 
whether a calculus is present in either of the com- 
mon ducts. Diagnosis should not be difficult, but it 
may be found necessary to differentiate from acute 
perforation of the duodenum with peritonitis, or 
from acute right kidney infection with stone. 


A few cases are recorded of an elongated vermi- 
form appendix being attached to the gall-bladder 
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and becoming acutely septic, with symptoms closely 
simulating necrotic oedema of the gall-bladder. 

Two grave complications may increase the gravity 
of the prognosis, which at best is usually serious in 
these cases: perforation of the necrotic gall-bladder 
and true gangrene. They are not commonly met 
with, but are quite possible in cases where operation 
is delayed. Local peritonitis with pus formation 
around the gall-bladder was found in two of our 
cases without perforation. Subphrenic abscess is im- 
minent in perforation. 

We have met with but one case of true gangrene, 
and in this case gangrene of the entire gall-bladder 
occurred. It was one of those unfortunate cases not 
recognized in time, although we operated immedi- 
dately on being called.. True gangrene of the gall- 
bladder is so rare, practically no cases are recorded 
in the literature. And it is a great credit to surgical 
diagnosis that this is true, for complete gangrene of 
the gall-bladder is a lethal condition. 

The prognosis in cysticus is always favorable. 
Many cases of cystic gall-bladder result from re- 
moval of a single stone which has caused ulceration 
of the cystic duct, and after the stone is removed the 
gall-bladder is drained and the ulcer in healing 
leaves the duct tightly strictured. A cystic gall- 
bladder should always be removed. 

The prognosis in empyema and necrotic oedema 
must always be conservative. These conditions con- 
stitute the most serious pathology we encounter in 
this region, and their complications are frequently 
lethal. The gall-bladder should always be removed 
if the condition of the patient will permit; for if not 
removed, and the patient survives, subsequent re- 
moval will be imperative. However, there are con- 
ditions in which drainage, under local anesthesia, is 
the only course which good judgment can dictate, 
and these bad risks cannot bear more than this. 

The gravity of the emergency will justify this 
compromise, which can always be explained to the 
friends of the patient. 

In conclusion, this brief discussion has been in- 
spired by the belief that too little attention has been 
given to the importance of the cystic duct in the 
acute pathology of the gall-bladder. Its interesting 
and complicated anatomy, its many variations in 
form, course and position with relation to the chole- 
dochus and common hepatic duct, the grave surgical 
complications which may arise from its obstruction, 
all merit a critical consideration. 

714 Merritt Building. 


DISCUSSION 


Dow H. Ransom (Madera, Calif.) —There is one 
point which I would like to mention in addition to what 
Dr. Lobingier has said in his excellent symposium on 
biliary duct obstruction, and that is an improved incision 
which gives us an easy access to the gall-bladder region. 
This phase of the subject might be considered a little 
irrelevant and possibly somewhat immaterial, still, I be- 
lieve a suggestion which will improve our technique and 
improve our results in surgery is worthy of our consid- 
eration. 

The incision to which I refer was first brought to my 
attention in an article in the Journal of Surgery, Gyne- 
cology and Obstetrics some time in the latter part of 1917 
by Dr. Seigel of St. Louis. It consists of a straight in- 
cision beginning one or two cm. below the tip of the ensi- 
form cartilage, extending obliquely downward, terminat- 
ing about four cm. to the right of the umbilicus and ex- 
tending down through the external layer of the fascia of 
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the right rectus abdominalis muscle. The fascia is then 
separated with the handle of a scalpel, and the muscle is 
retracted to the right, leaving the internal fascia exposed. 
This, together with the peritoneum, is next incised in a 
line directly underneath and corresponding to the skin 
incision. In my experience, this incision gives the best 
view of the gall-bladder, cystic and common ducts. It 
has the added advantages of being easily and rapidly 
made, allowing access to the right upper abdomen without 
dividing a muscle or interfering with its nerve or blood 
supply. 

H. A. L. Ryfkogel, M. D. (516 Sutter Street, San Fran- 
cisco)—In the severe acute infections of the gall-bladder, 
gangrene is often partial and sometimes apparently limited 
to the mucous membrane. In these cases I have found a 
procedure, suggested by C. H. Mayo, of great value. This 
consists in rapidly peeling out the necrotic mucous mem- 
brane, using the handle of the scalpel. It is surprising 
how rapidly and easily this can be done. Part of the gall- 
bladder may or may not be scissored away, and into the 
shell a drainage tube is inserted. The walls will later 
adhere and the remains of the gall-bladder be converted 
into a fibrous cord, the later removal of which is unneces- 
sary. Where there is peritoneal infection and the patient 
profoundly septic, I use a coffer drain, packing any sur- 
rounding intestines and stomach with broad sheets of 
rubber dam, and then inserting numerous strips of iodo- 
form gauze between the rubber dam and the infected gall- 
bladder and liver. The retention of the gauze will pro- 
duce what Horsely terms a reversal of the lymph circula- 
tion, and the toxic lymph will flow outward instead of 
being absorbed. 


C. P. Thomas (Consolidated Building, Los Angeles) — 
This most practical paper by Dr. Lobingier deals with one 
of the most serious conditions to which the human body is 
heir. While the gall-bladder is in position, whether func- 
tioning normally or otherwise, it must have an outlet, and 
the normal one is the best one. 

When the cystic duct becomes obstructed without much 
sepsis, the gall-bladder becomes a large painful sac; when 
infected or abscessed, then perforation or gangrene super- 
venes, followed in a short time by peritonitis and death. 

The doctor wisely says that surgery here, to be success- 
ful, must be done early, preferably before even local necro- 
sis exists, and if done after extensive necrosis, which is 
really gangrene, the death rate will always be great. 

There is no room for improvement in his description 
of the symptomatology, pathology and general course of 
obstructive duct troubles or their sequences, but I wish to 
simply make one or two suggestions about the treatment of 
the severely infected gall-bladder. 

Where it is possible to remove the entire sac and all 
the badly infected portions of the cystic duct, almost any 
simple form of drainage will suffice, but often a complete 
cholecystectomy cannot be done, and it is in this class of 
case that a reliable and complete cofferdam effect must 
be provided: Simple drainage here without thorough wall- 
ing off is inevitably followed by general infection, absorp- 
tion, and often death. 

A method I have used for keeping the necrotic or septic 
tissues away from the normal tissue is to surround the dis- 
eased area with a large, rather soft rubber tube an inch 
in diameter, notched at one end to fit over the common 
duct, and another larger notch or slit extending from the 
lower end of the tube in such a way as to allow it to sur- 
round all of the sac except the portion attached to the 
edge of the liver. 

If the tube is cut and fitted properly it completely sep- 
arates the normal from the diseased tissues. 

This tube should project about one-half inch above the 
skin, to which it should be sutured, to prevent its slipping 
out. 

If a small tube has been placed in the gall-bladder or 
duct it should come up through the big one, and can be 
attached to a bottle to save so much soiling of dressings. 

The large tube can be removed after five or six days, 
and the wound allowed to close by granulation. 

Hernia after this large drain is rare if the rest of the 
incision has been properly closed. 

It is my opinion that, with this simple procedure, the 
death rate from the operative treatment of gangrenous 
gall-bladder can be very materially reduced. 


Willard J. Stone, M. D. (Chamber of Commerce 
Building, Pasadena, Calif.) —From the medical standpoint, 
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it may be recalled that in probably 80 per cent of the 
patients who consuit physicians because of indigestion, the 
primary cause of the disturbance does not originate in the 
stomach. Infettion or stone of the gall-bladder, conse- 
quent or subsequent to obstruction of the cystic duct, should 
be borne in mind in the diagnosis of every patient with 
dyspeptic symptoms. Modern methods of diagnosis offer 
much to such patients, for if the diagnosis can be estab- 
lished early, the more serious remote effects mentioned by 
Dr. Lobingier may be prevented by the proper applica- 
tion of surgical skill and judgment. Indirect evidence of 
disturbed function or disease in this region of the abdomen, 
from an x-ray standpoint, may be as important to the 
patient as the more direct evidence of a stone seen on the 
films. The duodenal tube, by means of which drainage 
from the biliary ducts may be facilitated, is of distinct 
help in the diagnosis. The evidence obtained is, however, 
indirect. Gall-bladder drainage by the duodenal tube, as 
such, is a misnomer. The association of gall-bladder dis- 
ease with disturbed heart function or disease occurs fre- 
quently enough in elderly patients to make the physician 
reasonably conservative in his advice. Many times the 
association may be no more than an age coincidence. On 
the other hand, I have not infrequently advised operation 
for the relief of the conditions, mentioned by Dr. Lobin- 
gier, to patients believed to be bad heart risks with grati- 
fying results. In the hands of a competent anesthetist and 
skillful surgeon the risk of operation for the relief of an 
empyema of the gall-bladder or obstruction of the cystic 
duct may not be as great as procrastination, based upon 
the hope that the process will right itself without surgical 
interference, 


Emmet Rixford, M. D. (1795 California Street, San 
Francisco) —When the gall-bladder region is explored in 
mild cases of gall-bladder disease, perhaps when the diag- 
nosis is in doubt, it is common practice to consider enlarge- 
ment of the lymph nodes, which lie along the common and 
cystic ducts as evidence of infection of the gall-bladder 
wall—at times justifying cholecystectomy. One should re- 
member that there are other causes of enlargement of these 
lymph glands, notably, ulcer of the duodenum. 


In the technique of cholecystectomy little attention is 
paid to the cystic artery other than to ligate it. Some one 
in Chicago called attention to the very considerable fre- 
quency of anomalies of this vessel which may be of seri- 
ous importance. The usual course of the cystic artery is 
along the left or mesial side of the cystic duct. A large 
branch not infrequently comes off near the point of bifur- 
cation of the bile ducts and runs up the sulcus on the 
right or lateral side of the gall-bladder. Occasionally, 
this branch is larger than the left branch, indeed, it may 
entirely supplant it. As this artery crosses the cystic duct, 
it is jeopardized if the surgeon is required to split the duct 
near its mouth. In one case in which I operated, this 
artery was larger than the ordinary radial artery. 


More important is the not rare condition in which the 
hepatic artery is small or is absent, and the cystic artery— 
one or both branches—carries on its function of nourish- 
ing the liver. In such case ligation of the cystic artery, 
as ordinarily performed, will bring about acute atrophy 
of the liver with generally fatal result. 


For several years I have taken the precaution to feel for 
the pulsation of the hepatic artery along the hepaticus, 
and if it is absent, take pains to preserve the cystic artery. 











“Most 
of the acts regulating the occupation of healing the sick 
contain provisions for exempting from their scope the prac- 
tice of religious tenets or the beliefs of ministrations of 
any church. Many of these exemptions are illogical, ill- 
founded in necessity, and offensive to one’s sense of sub- 
stantial justice,” says H. E. Kelly of the Chicago bar, in 
an excellent dissertation on the regulation by law of the 
occupation of healing diseases of human beings (Federa- 
tion Bulletin). “If they go merely to the exemption of the 
free exercise and enjoyment of religious profession or wor- 
ship under the constitution they are unnecessary, because 
such constitutional rights prevail regardless of statutory 
enactments. Most of these provisions undoubtedly are in- 
serted because those who promote them know that their 
alleged religious exercises are not protected by the consti- 
tution as the enjoyment of religious profession or worship.” 
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THE IMPORTANCE OF EARLY DIAGNO- 
SIS IN OXYCEPHALY AND ALLIED 
CRANIAL DEFORMITIES, WITH REF- 
ERENCE TO THE PREVENTION OF 
BLINDNESS AND OTHER SEQUELAE * 


By HAROLD K. FABER, M. D., 


(From the Department of Pediatrics, Stanford University 
Medical School, San Francisco) 


True synostosis of the coronal sutures does not normally 
occur until advanced adult life. 

Cranial deformity appears to be the mechanical re- 
sultant of the growth and expansion of the brain acting 
upon a skull which can expand only in certain directions. 

The origin of the condition is probably a profound de- 
fect of the germ plasm. 


It is difficult to tell in what proportion of cases blind- 
ness occurs. 

Treatment, when attempted, has been entity surgical. 

It is expected that, in the near future, preventive opera- 


tions will be performed on two of our patients, and the 
results reported. 


There is a very curious group of deformities of 
the skull, due to partial or complete absence of one 
or more cranial sutures. Of these cases, the best 
known are those with the so-called tower skull, but 
this is merely the most marked and characteristic, 
probably not the most common malformation. These 
cases are not very rare. During the last two years 
five or six cases of cranial deformity, due to suture 
defects, have been recognized in the children’s ser- 
vices of Stanford Hospital and Clinic. Considera- 
tion of the problems which they have presented has 
led me to believe that they are of importance, not 
merely as curiosities of development, but because 
they present definite potentialities, at present unde- 
veloped; of prevention of blindness, mental back- 
wardness, convulsive attacks, severe and persistent 
headache, other sequelae of increased intracranial 
pressure, and severe cosmetic handicap. 


True synostosis of the coronal sutures does not 
normally occur until advanced adult life. The sagit- 
tal may close early without causing deformity, but 
not commonly. In the condition here discussed, the 
normal suture line is wholly or partly obliterated, 
the development of the bones follows an abnormal 
course, and the growth of the skull is deflected by 
compensatory overgrowth of those portions where 
the sutures remain open. Thus, if one coronal suture 
or one-half of the lambdoidal suture is closed, the 
skull becomes lopsided, with its longest diameter 
oblique instead of antero-posterior. If both coronals 
are closed the head becomes brachycephalic, with its 
antero-posterior diameter shortened. With the sagit- 
tal closed, the head becomes long, narrow, boat- 
shaped, with a peculiar occipital overhang which is 
quite characteristic. With both halves of the lamb- 
doid closed, the head becomes broad in front and 
narrow behind. When both the coronal and the 
sagittal sutures are closed, the head becomes high 
and tower-shaped by growth upward. In such cases 
the cranial deformity appears to be the mechanical 
resultant of the growth and expansion of the brain 
acting upon a skull which can expand only in cer- 


* Read before the Section of Pediatrics at the Fifty- 
third Annual Session of the California Medical Associa- 
tion, Los Angeles, May 13, 1924. 
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tain directions. When brain growth is more rapid 
than the capacity of the skull to expand, effects of 
pressure begin to show: on the inner table of the 
skull, which becomes thinned in places, causing re- 
markable abnormalities in the roentgenogram (digi- 
tal impressions—thumb-marks) ; later, or simultane- 
ously, by changes in the optic nerve leading to atro- 
phy; in some cases (probably often) by atrophic 
changes in the brain; sometimes by severe head- 
aches; occasionally by convulsions. 


ETIOLOGY 


The origin of the condition is probably a pro- 
found defect of the germ plasm. The older explana- 
tions of meningitis, rickets, and syphilis are no longer 
tenable. The exhaustive study of Park and Powers 
has shown with great probability that the defects 
must reside in the blastemal skeleton, in which an- 
lage for the separation of bone from bone are ab- 
sent, not only in the skull, but sometimes in the 
phalanges of hand and foot and in the elbows. 
More recently, Gansslen and others have shown 
that tower skull is found in a large percentage of 
patients with hereditary hemolytic jaundice, indicat- 
ing another mesenchymal abnormality. Rieping and 
others have noted a displacement of the centers of 
ossification of the skull, so that the frontal or pari- 
etal bosses may be situated at or near the normal 
suture line. Rieping’s study of a decalcified skull 
shows quite clearly this displacement. 


SYMPTOMATOLOGY 


Fletcher divides the cases clinically into three 
groups: those with evident defects at birth; those 
whose deformity becomes noticeable in the first few 
months of life; and those who appear to be normal 
for a few years and then show symptoms, usually 
visual. 

To the first group belong those with severe de- 
formities frequently involving, not only the head, 
but also the extremities. The head is misshapen, the 
eyes bulge from the orbits, symmetrical syndactyl- 
ism of fingers and toes, and sometimes synsotosis of 
the humerus and ulna are present. In our case 
(Baby D.), the optic nerves were already atrophic. 
At first glance the condition may be confused with 
hydrocephalus. 


To the second group belong cases Dg. and Chr. 
Both of these were in other respects healthy babies. 
In the first case (Dg.) the mother had noticed soon 
after birth that the head apparently turned to the 
right, and she feared that wry-neck was present. 
Careful inspection and examination showed that the 
sterno-mastoids were normal, that the facial plane 
was skewed to the right by an unequal growth of 
the two sides of the skull, and the x-ray showed that 
the left coronal suture was closed. In the second 
case (Chr.) the mother had not observed the de- 
formity, and indeed it might have been overlooked 
altogether at first, had we not been examining all 
our babies with this point in mind. The head, as 
viewed from above, was broad in front, tapering be- 
hind to a rough triangle, with marked flattening of 
the parietal regions. In this case the x-ray showed 
partial closure of the sagittal and lambdoid sutures, 
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and perhaps of the left coronal as well. The nerve 
heads in both fundi in both these cases were normal, 
and there were no signs of increased intracranial 
pressure. In both the deformity is generally increas- 
ing, though the only thing to make the mothers 
anxious at present is the peculiar appearance. The 
last two cases belong to the third group. In the 
first, F. S., a patient of Dr. Hans Barkan, a slight 
external strabismus had been noted in infancy, but 
no further relevant symptoms until the age of 7 
years, when his eyesight began to fail. It is note- 
worthy that the deformity of head had not been ob- 
served until the patient was admitted to Lane Hos- 
pital some six months later. At this time the in- 
creased height of the head was noted, and at the 
bregma a depression, behind which a short but 
marked transverse ridge could be felt. Optic atro- 
phy was marked and there were some changes in 
the choroid as well. A subtemporal decompression 
was done by Dr. E. B. Towne, and four months 
later the color of the discs was found by Dr. Barkan 
to be slightly but definitely pinker than before, and 
the vision was possibly slightly improved. 

W. M., a boy of twelve years, the last of the 
present series, and in some respects the most striking, 
had escaped diagnosis for several years, though he 
had been seen by several physicians. Proptosis of 
the eyeballs had been noted three years ago. He 
was sent to the Children’s Clinic for a mental rat- 
ing—he had been backward in his studies—and 
was recognized at once as having advanced oxy- 
cephaly. The fundi were quite normal. During 
his stay in the hospital he had a well-marked epi- 
leptiform convulsion, which was observed and de- 
scribed by a member of the house staff, and fur- 
ther questioning showed that he had had several 
pieceding attacks. The x-ray here showed extreme 
convolutional atrophy of the inner table (digital 
markings), closure of the frontal and lambdoid 
sutures, but the sagittal suture was still partly open, 
though its edges were markedly thickened. The boy 
was four years mentally retarded, and was classed 
as a moron. It seems likely that the open sagittal 
suture in this case has been a sufficient safety valve 
to protect his eyesight, but since he is still growing, 
and since the suture is evidently beginning to close, 
his chances of blindness within a comparatively short 
period appear to be high. 


It is difficult to tell in what proportion of cases 
blindness occurs, since few of these patients come 
to a doctor excepting for impaired vision. It is 
probably conservative to state that 50 per cent of 
cases of synostotic cranial deformity become blind 
sooner or later. 

There are, undoubtedly, certain cases of abnor- 
mal synostosis of cranial sutures in which blindness 
does not occur, and in which the only untoward 
effects are cosmetic. Is there a particular type which 
is more apt than others to undergo optic nerve de- 
struction? 

Weiss and Brugger, from a study of a few 
museum skulls of the oxycephalic type, state that 
closure of the coronal sutures is constant and char- 
acteristic. Enslin, in his series of living subjects 
(all blind), tried to determine by palpation which 
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sutures were closed. In a well-marked case, a ridge 
can be felt along the closed suture line. The follow- 
ing table is from his data: 
Corohals alone 

Coronals and sagittal 

Coronals probably, sagittal certainly 


Coronals, sagittal and lambdoid 
Sagittal only 


cases 
cases 
cases 
case 

cases 


cases 


Coronals certainly or probably 


cases 
Sagittals certainly or probably 


18 cases 

Without x-ray studies, which unfortunately have 
not been reported in detail until recently, it is im- 
possible to tell the entire extent of closure of the 
sutures in a given case. It is probable that coronal 
closure is of more serious consequence and a more 
reliable guide in diagnosis than closure of the sagit- 
tal suture, since Bolk has shown that the latter 
occurs unassociated with deformity in a small per- 
centage of normal individuals during early child- 
hood, while coronal closure is so rare as to be classed 
as a definite abnormality. One may perhaps fairly 
say that in any case where premature closure of 
sutures has caused notable deformity of the skull, 
there is a high degree of ultimate danger to the 
optic nerve and probably to the brain as well. It is 
noteworthy in the reports of Enslin, Meltzer, and 
others that blindness has not been confined to a 
single type of deformity, but has occurred in scapho- 
cephaly, brachycephaly, oxycephaly, and other rarer 
types. 


TREATMENT 
Treatment, when attempted, has been entirely 


surgical and, so far as I have been able to find in 
the literature, always palliative, never preventive. 
The utmost that has been accomplished by the for- 
mer has been relief of pressure symptoms, such as 
headache, and very slight improvement in vision. 
In most cases operated upon, vision has not im- 
proved, since destruction of the nerve has already 
occurred. In Dr. Barkan’s case, above mentioned, 
in which Dr. Towne did a subtemporal decompres- 
sion, the discs some three months later were pinker 
than before, but vision had not measurably im- 
proved. This is as much as can perhaps be expected 
in cases where atrophy is already present. 

In considering the pathology of the condition and 
the bad prognosis for sight, I have been strongly 
impressed with the possibilities of prevention, up to 
the present hardly mentioned in the literature. Here 
we have a condition with physical signs so striking 
that early diagnosis is extremely easy, and we have 
a mechanical abnormality which would appear to 
lend itself readily to surgical correction before sec- 
ondary damage to the nervous structures has oc- 
curred. A tabulation from Meltzer’s twenty cases 
will serve for illustration. 


Deformity Blindness 
first noted first noted 
At birth 13 cases 1 case 
During first year 1 case 
During second year 1 case 
During third year 10 cases 
During fourth year 3 cases 
During fifth year case 
During sixth year 3 cases 


From these figures it is clear that the deformity 
was noted in most cases long before blindness oc- 
curred, and that if effective preventive measures 
were available there was plenty of time for their 
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employment, provided correct diagnosis of the de- 
formity had been made. 


If preventive surgery is to be employed, clear in- 
dications should be formulated. We are not yet in 
a position to do this in all cases. There are certain 
borderline deformities, especially those resulting 
from the closure of single sutures, which probably 
do not lead to nervous sequelae. Definite premature 
closure of the coronal sutures and definite prema- 
ture closure of the sagittal suture with marked de- 
formity may be regarded as of serious import. Pro- 
ptosis of the eyeballs, bulging of the temples, thin- 
ning of the cranial bones (digital impressions) in 
the x-ray, beginning optic papillitis, restriction of 
the visual fields, convulsions, severe headaches, or 
other symptoms of increased intracranial pressure 
should be regarded as warnings in varying degrees 
of imminent or ultimate blindness and, provided 
suitable surgical measures are available, as indica- 
tions for preventive operation. 


Not being a surgeon, I do not wish to advocate 
any particular type of operation. Callosal puncture, 
subtemporal decompression, and widening of the 
optic foramen are the chief operations which have 
been used. The first is not, I think, at present in 
use for this condition. The second has been advo- 
cated by Sharpe and others, and appears to afford 
relief from intracranial pressure. The last, used by 
Schloffer, Hildebrand, and others is based on a con- 
ception of the pathology—constriction of the nerve 
in the optic foramen—which many writers do not 
regard as correct. Here are many indubitable evi- 
dences in so many cases of increased intracranial 
pressure that it seems reasonable to infer that this 
is the cause of the injury to the optic nerve. If such 
is the case, decompression would appear to be cor- 
rect in principle both for palliation and for pre- 
vention. 


I venture to suggest to the consideration of sur- 
geons a revival of the operation of linear craniec- 
tomy, devised by Lannelongue, in 1890, for the re- 
lief of microcephalus, and abandoned when the pa- 
thology of that condition was clearly recognized as 
being primarily a defect of the brain rather than of 
the brain case. In deformities from synostosis, how- 
ever, the reverse holds true; the brain is in nearly 
all cases primarily normal, and the observed un- 
toward effects come from the pressure of its growth 
on a comparatively rigid skull. These effects consist 
not only of serious damage to the contained enclosed 
nervous structures, but also of a severe cosmetic 
handicap. The appearance of many of these patients 
is very freaky indeed. It would seem that a linear 
craniectomy along the normal site of the synostosed 
suture or sutures, done early in life, might not only 
prevent damage to the brain and the cranial nerves, 
but also might permit the growth of the skull to 
proceed in an approximately normal fashion. 

It is expected that, in the near future, preventive 
operations will be performed at Lane Hospital on 
two of our patients, and the results reported. 

Lane Hospital. 


DISCUSSION 


Clifford D. Sweet, M. D. (440 Seventeenth Street, 
Oakland)—I feel that Doctor Faber has called our 
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attention to a very important condition in children. 
Its early recognition may well save some child from 
becoming a hopeless invalid. I had not recognized 
the condition previously and can recall only one case 
that probably presented this condition. 


E. B. Towne, M. D. (Stanford University Medical 
School, San Francisco)—I have seen most of Dr. 
Faber’s patients and am convinced that his plan of 
preventive surgery offers an excellent prospect of suc- 
cess. The blindness which invariably occurs in these 
cases is due to atrophy of the optic nerve head follow- 
ing an optic neuritis, and nothing can be done to im- 
prove the vision when it reaches this stage. Therefore 
surgical procedure should be undertaken as soon as 
the deformity and the X-ray studies make the diag- 
nosis. The Lannelongue operation of linear craniec- 
tomy, which Dr. Faber proposes, would seem to be 
ideal. It should be a simple and fairly safe procedure 
to make artificial suture lines to any extent desirable 
in a given case. If this conception of the pathology 
is correct, one would expect that the growing brain 
would spread these new sutures, and that closure 
would not occur until the brain had reached its maxi- 
mum growth. We hope to carry out this procedure 
on two of Dr. Faber’s patients. One of them (W. M.) 
is 12 years old, and I have some doubt whether the 
bones of his skull are soft enough to give to the pres- 
sure of the growing brain after linear craniectomy; 
but the other (Chr.) is an infant and is a perfect case 
to prove the value of the operation. If this baby es- 
capes blindness, the importance of this work of Dr. 
Faber’s will be strikingly establihed. 


William Palmer Lucas, M. D. (University of Cali- 
fornia Medical School, San Francisco)—Doctor Fa- 
ber’s paper is an excellent presentation emphasizing 
the importance of making an early diagnosis of oxy- 
cephaly. Every institution for the defective where 
these cases are sooner or later sent shows the fre- 
quency with which blindness, either completely or 
partially, occurs, so that any form of treatment that 
may have an effect on limiting the extent of blindness 
or preventing it should be very carefully considered. 

In our experience, blindness may occur even when 
the sutures are not closed. Undoubtedly the injury 
to the optic nerve may occur even when the sutures 
are open, so that the pressure on the optic nerve is 
not entirely relieved by open sutures. Unquestionably 
the operation for relieving pressure, which Doctor 
Faber suggested, should be tried, but if it is to be per- 
formed it should be done in early infancy. If blind- 
ness begins before the sagittal sutures close, little 
can be expected from operations which allow for 
increased cranial pressure. 

Early diagnosis and early operation may prevent 
blindness, and anything that holds this hope should 
be given a good trial. ~ 


Doctor Faber (closing)—It is possible that other 
factors, such as deformation of the optic foramen or 
of the orbit, may occasionally play a part in produc- 
ing blindness; in such cases the Schloffer operation 
may be preferable. My impression is that they are 
exceptional. The evidences of increased intracranial 
pressure, past or present, are clear in most cases, and 
are perhaps most strikingly shown by the skull plates, 
which display a depth of convolutional markings seen 
in no other condition. In several instances, including 
Von Graefe’s first case, seen early, choked disk has 
been demonstrated. 


Lead Poisoning —A large number of cases of lead 
poisoning have been referred to the Industrial Accident 
Commission during the past two years. During the first 
five months of this year, approximately one hundred cases 
were reviewed and compensation was awarded: in varying 
amounts. Practically all cases reported were due to ex- 
posure to lead fumes resulting from the use of oxyacetylene 
flame in the cutting of plates taken from warships during 
demolition. The Commission has undertaken the elimina- 
tion of lead poisoning cases, and good results have already 
been reported from those industries affected.—California 
Safety News. 
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VINCENT’S DISEASE AND PARA- 
SYPHILIS, WITH REPORT OF 
A FATAL CASE 


By F. F. GUNDRUM, M. D., Sacramento 


ORGANISM 


Brief history of the disease and its cause. Symptoms, 
pathology, and treatment. 


For references to authors or subjects, see Index Medicus 
or Quarterly Cumulative Index of the A. M. A. 

Discussion by George Piness, Los Angeles; Joseph M. 
King, Los Angeles; and William J. Kerr, San Francisco. 


The organism of Vincent’s disease was first de- 
scribed by Miller, an American dentist, in 1883; 
later Rauchfuss corroborated him in 1893, but re- 
ceived little attention. A more notable contribution, 
by Plaut, appeared in 1894. In 1896 Vincent wrote 
several extensive articles describing this bacterium 
which has since been known by his name. The or- 
ganism occurs in two forms, spindle-shaped rods and 
spirilla, originally supposed to be an example of 
symbosis, but now recognized as two forms of the 
same microbe. The geographical distribution is very 
wide, cases having been described in Europe, Asia, 
Africa, and America. 


NATURAL HABITAT 


The natural habitat outside the body is not cer- 
tain. It is frequently found without any evidence of 
pathogenicity to the carrier, in tonsillar crypts, about 
the tartar of teeth and in the preputial sac. 


SPECIAL SUSCEPTIBILITY AND PREDISPOSING 
FACTORS 


The factors which convert this apparently harm- 
less mucous membrane dweller into a pathogenic 
agent capable of marked damage may be either mi- 
crobic, affecting the parasite (and of these we know 
very little) or constitutional, affecting the host. Of 
the latter, diet deficiencies have been mentioned 
more than once, the use of tobacco, traumas and 
the incidence of other contagious diseases such as 
measles, also appear in the literature. That there 
may be developed an organism with exalted viru- 
lence seems likely from the report by Frazier of an 
epidemic at Baylor College, Texas, where sixty- 
seven cases occurred in ten days, one associated with 
a scarlatinaform rash. 


SITES OF INFECTION 


The sites of infection are extremely varied. The 
most common is in the mouth about the gingival 
margins and festoons. Next most frequent, the ton- 
sils, pharynx, and nasopharynx. In the nasal cavi- 
ties the disease has become malignant and produced 
fatal noma. Palatal infections may result in per- 
foration, leaving a scar much resembling a healed 
gumma, described by Barker and Miller. The mid- 
dle ear and external auditory canal are not uncom- 
monly invaded. Adam, in 1916, reported sixteen 
such instances, fifteen being children. Cheattle also 
reports ear infections. The tonsillar form was for- 
merly known, by the members of the “old school” 
at least, as “homeopathic diphtheria” because of its 
relatively benign course and resistance to antitoxin. 
Vincent’s disease may become established upon the 
mucous membrane of the respiratory tract, producing 
the physical signs of bronchopneumonia, extremely 
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resistant to ordinary treatment and unrecognizable 
except through microscopical sputum examination. 
‘The organism frequently invades industrial wounds 
and more frequently still, military wounds. Indeed, 
Vincent’s original studies were done in the French 
army hospitals, where he was able to show the same 
microbe in the discharge of gangrenous wounds and 
in the throat of certain of the anginas. The geni- 
talia are somewhat less commonly, but still not in- 
frequently, the site of invasion. Barker, Bond, and 
others mention the primary ulcer upon the penis. 
Barker also quotes Noguchi as having found it in 
ulcers of the labia and gangrene of the vulva and 
perineum. 


CLINICAL SYMPTOMATOLOGY AND PATHOLOGY 


The primary locus of infection by Vincent’s or- 
ganism consists of an ulcer (small or large) whose 
surface is covered with a whitish, yellowish, brown- 
ish, or blackish membrane, the removal of which 
leaves a raw, bleeding surface, quickly re-covered by 
membrane if undisturbed. There may be consider- 
able surrounding edema. In the mild cases the or- 
ganism remains at the local ulcer, but under condi- 
tions favorable to its invasion the regional lymph 
nodes become enlarged and tender, though never 
suppurate. The greater number of patients suffer 
no further inconvenience than this, although in cer- 
tain unusual instances the spirillum escapes from the 
lymph nodes and invades the blood stream, produc- 
ing, though rarely, as shown by Larsen and Barton 
in 1913, a true spirillaemia, they having been able 
to demonstrate it in the blood stream shortly before 
the death of one of their patients. In the non-fatal 
instances of generalized spirillosis, quite severe gen- 
eral symptoms manifest themselves; tachycardia, 
thirst, prostration, and particularly a series of 
rashes; first described by Simonin, in 1901, and of 
which more later. The blood picture in general 
spirillosis has been described by Tarnow at some 
length in 1921. He found no marked change, 
though Peter noted eosinophilia. Tixier and Tobe 
also record nephritis, enteritis, pericarditis, and 
pneumonia as complications. 

FATAL CASES 

Infections with Vincent’s organism, while usually 
painful and unpleasant, are not ordinarily very dan- 
gerous. This is not the universal rule. Mention of 
fatal cases has occasionally appeared in the litera- 
ture. Somewhat detailed accounts having been of- 
fered by Greely, who described his own case, and 
Husik, who gives his own and quotes Bruce, 
Meyers, Halstead, and Theisen, who have had other 
fatalities. Our own experience is as follows: 


Male, age 50. Complaint—Sore mouth of two years’ 
duration. “Had one hundred doctors and one hundred 
dentists,” all sorts of treatment, including some sort of 
intravenous injection; gets better and worse, few days at 
a time. A year ago a dental surgeon removed the left 
submaxillary salivary gland. with some benefit. Pain in 
the mouth is very severe. There is no bleeding; there is 
considerable pain in the stomach about one and one-half 
hours after eating. The course has been gradually down- 
ward. Present weight, 123 pounds. Height, 5 feet 10 
inches. 

Past History—Questionable venereal sore at the age of 
17; no secondary. Three months in a TB sanitarium ten 
years ago. 

Family History—Three children living and well. Wife, 
living and well. 
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Examination shows: Emaciated man, tongue and mucous 
membrane is vivid red color with many whitish elevated 
mossy plaques, varying in size from a pea to a nickel. 
Similar filter-paperlike collars encircle the few remaining 
teeth. Smear showed many bacterial types with fusiform 
bacilli and spirilli. Treatment with iodine locally and in- 
ternally was useless, as was also arsenic treatment, insti- 
tuted later. General physical examination showed only an 
old TBC scar in the apex. Patient drifted from bad to 
worse and died apparently from exhaustion. 


RASHES 


The association of skin rashes with spirillosis was 
first described by Simonin, in 1901. He noted five 
of his own and three others from the literature. Of 
these eight cases, one presented a scarlatinaform, 
two purpura, and three erythema multiforme-like 
lesions. The great war was accompanied by a very 
large increase in instances of spirillosis, and in 1918 
Tixier and Tobe published a more extensive descrip- 
tion of this malady, including the skin complications 
which were described as morbilliform, scarlatina- 
form, varicelliform, polymorphous, bullous, and ery- 
thematous. The last of much less gravity than the 
others, which, especially the bullous form, were evi- 
dence of a most grave outlook. Nolf, Colard, and 
Spehl note two cases of Vincent’s angina with erup- 
tion, and Frasier, in describing the epidemic at Bay- 
lor College, states that one student had a scarlatina- 
form rash. Our experience with rashes in spirillosis 
is limited to the following case: 


Male, 45, married; two healthy children. Patient has 
been working with a hay-baling crew traveling about the 
country. No known exposure to venereal disease, and prac- 
tically no opportunity on account of the nature of the work 
and the environment. Three weeks before he had noticed 
a small sore spot on the right side of the penis about one- 
half inch from the base. This spot became rapidly more 
painful and soon developed a dirty whitish scab, which 
left a bleeding surface upon being removed. There was 
some swelling and tenderness of the regional lymph nodes. 
Patient returned home and went to bed, where he was 
seen by his family physician, who made a smear of the 
exudate and recognized the characteristic bacilli and spir- 
illi of Vincent. The patient had a temperature running 
from 101 to 103.5, great prostration, and four days later 
began to exhibit a widely disseminated) maculopapular 
rash very similar to measles. Blood Wassermann was 
negative. The patient was given three intravenous injec- 
tions of neosalvarsan at two-day intervals without any im- 
provement. The local application of arsenical solution and 
silver nitrate proved useless. At this time the condition 
was as follows: 

At the base of the penis, on the right side, there was a 
shallow ulcer, roughly 3x4 cm., covered with a grayish 
exudate whose removal produced bleeding; inguinal lymph 
glands were enlarged. The entire body was covered with 
a pink maculo-papular rash, not sharply outlined, in places 
tending to confluence. Otherwise, physical examination not 
remarkable. Smear from ulcer on penis showed Vincent's 
organism in large numbers. On account of the failure of 
arsenic, this patient was given a local compress of weak 
watery solution of tincture of iodine and 20 grains of 
potassium iodide internally every four hours. Symptoms 
disappeared in about six days. Four months later this man 
had had no recurrence, and his blood Wassermann was 
negative. 


PARASYPHILIS 


Patients, such as this one last described, fre- 
quently show a positive Wassermann reaction. 
Given a patient with a crusted ulcer (even though 
it be tonsillar, as is most commonly the case) a 
macular rash, regional adenopathy, and a positive 
Wassermann, very little doubt would enter the 
mind of the average clinician as to the syphilitic 
nature of the infection. During the great war, with 






November, 1924 


the increase of spirillosis then observed, these cases, 
associated with rash, became not unusual, and Carl 
Stern published a description of such a group where 
accurate diagnosis became extremely important be- 
cause of social, marital, and familial relations. The 
symptom complex described by him consisted of a 
tonsillar primary lesion covered with an exudate, a 
skin rash, usually macular or morbilliform, with a 
positive Wassermann, rapidly and completely cured 
with a single injection of salvarsan without subse- 
quent syphilitic residual symptoms or positive blood 
reaction. Stern failed to connect Vincent’s organism 
with this syndrome, and called it “parasyphilis.” 


In 1921 Von Lunenborg expressed the opinion 
that Stern’s parasyphilis was the result of infection 
with some of the numerous mouth spirochaete and 
attributed the great frequency during and since the 
war to trench life and poor nourishment. Wolf- 
heim and Spiegelborg, separately, in September, 
1921, described additional examples of parasyphilis 
in which Vincent’s organism was found and which 
was considered causative by both. 


TREATMENT 


‘Treatment may be both local and general. Local 
is, of course, all that is required in the majority of 
cases where no general invasion takes place. Medi- 
caments have been quite various, though arsenic, in 
the form of Fowler’s solution, salvarsan, neosalvar- 
san, silver arsphenamine in powder, in watery solu- 
tion or glycerine, have been most commonly ad- 
vised. King reports excellent results from the use 
of 10 per cent copper sulphate solution; Buschman 
used trypaflavin; Waite, sodium perborate; Casto- 
rina, postassium tartrobismuthate; and Jelinek, local 
freezing. 

When marked lymphadenopathy is present, gen- 
eral treatment becomes imperative. Here two drugs 
stand out most useful. They are iodides and arsenic 
in the form of neosalvarsan. In our experience, per- 
haps 70 per cent will clear up quite promptly under 
the oral administration of sodium iodide 15 grains 
three times a day. Those unimproved by iodide 
solution show speedy improvement under arsenic 
therapy, and the reverse is also true. There appears 
to be a curious chemiotropic difference so clear-cut 
as almost to justify clinical division into two strains. 
‘Those which are susceptible to iodides seem to pre- 
dominate, though possibly this opinion may have 
arisen from the habit of giving iodides first. We 
have seen repeatedly infections resistant to iodide 
vield to arsenic and infections unimproved by arsenic 
get well under iodine. 

Cap‘tal National Bank Building. 


George Piness, M.D. (1136 West Sixth Street, Los 
Angeles)—The paper presented by Doctor Gundrum was 
particularly interesting to me from the standpoint of bron- 
chial infection due to Vincent’s disease. In a study of a 
great many cases of bronchial asthma and asthmatic bron- 
chitis of the non-sensitive type, when not sensitive to pro- 
teins, we have been able to find in the sputums of about 
seven individuals a typical Vancent’s infection. The speci- 
mens show the typical infection of Vincent’s disease, 
namely, fusiform bacilli, cocci, and spirillum. My treat- 
ment in this type of individual is to give small doses of 
neosalvarsan, ranging from 0.1 cc. to 0.2 cc. at three-day 
intervals over a period of several weeks, and the oral 
administration of sodium iodide in small doses. In‘con- 


junction with this, frequent examination of deep bronchial 
secretions are made to determine whether or not the infec- 
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tion has cleared up. The results in the majority of cases 
are very good, 


Joseph M. King (Brockman Building, Los Angeles) — 
In many cases of mouth and throat infection in which we 
suspect diphtheria but get a negative laboratory report, a 
smear will show Vincent’s organism, but the majority of 
these cases go unrecognized because the physician is not 
looking for them, as it is through the stained smear rather 
than by means of the culture that the diagnosis is made. 


The majority of cases of Vincent’s angina run a mild 
course and tend to recover under the application of almost 
any local antiseptic, but it is important for us to use some 
one of these antiseptics, for I believe that, without their 
use, cases which would otherwise tend to become severe 
are aborted. Personally, I have found a fresh solution of 
neosalvarsan, in the strength of 0.15 grammes to 10 cc. of 
distilled «water the best local application, and I usually 
give moderate doses of the iodides internally. Under this 
treatment the great majority of cases yield promptly. A 
few cases, however, such as the one Dr. Gundrum reports, 
particularly where not recognized and treated early, run 
a very severe course and are intractible to any form of 
treatment. Salvarsan or neosalvarsan intravenously, while 
seeming to be the drug of greatest benefit, is by no means 
always curative, as evidenced by the case which Dr. Gun- 
drum has just reported. In a somewhat similar case which 
I presented before this Section in 1918, a report of which 
appears in the July number of the state journal of that 
year, several doses were given without any seeming bene- 
fit, the case going to a fatal termination. 


Dr. William J. Kerr, M. D. (University of California 
Hospital, San Francisco)—This paper by Dr. Gundrum 
on the subject of Vincent’s infection is very timely, in view 
of the experiences during the war and the widespread in- 
fection which has resulted from exposure at that time. 
There has apparently been an increase in the number of 
cases that are recognized as Vincent’s infection. These in- 
clude cases of infection around the teeth, infections of the 
throat, probable infections of the respiratory tract, and 
other infections of a more general nature. Dr. Gundrum 
has emphasized the seriousness of some of these cases and 
the possibility of death from Vincent’s infection. 


I was much interested to hear about the skin rashes 
which may occur in Vincent’s infection, as I have person- 
ally seen three such cases during the past ten years. There 
was some doubt at the time whether they could be asso- 
ciated with Vincent’s infection, but I now feel convinced 
that they must be a part of the clinical picture in a lim- 
ited number of cases. The rashes that I have seen varied 
from a scarlatinaform rash to a macular rash resembling 
measles, and in one case there was a rash of a maculo- 
papular character. They all cleared up rapidly on recovery 
from the infection. I have been particularly interested in 
a number of cases of acute leukemia where the early mani- 
festations of disease were in the pharynx and gums. Jn 
some of these cases Vincent’s organisms were found and 
at first were thought to be Vincent’s angina. However, 
the blood picture and the acute leukemia with death made 
it impossible to say whether the leukemia was a result of 
Vincent’s infection or whether the Vincent’s organisms 
were merely a secondary infection in a badly diseased 
mouth. In one or two cases of acute leukemia Vincent’s 
organisms were not found. 

In regard to the treatment of Vincent’s infection, I have 
found, in my own experience, that neoarsenphenolamin 
given in doses of .4 to .6 of a gram intravenously is very 
eficacious in those cases involving the throat. In cases 
where the infection is limited to the gums and around the 
teeth the results are not so satisfactory. Sometimes the 
application of powdered neoarsenphenolamin or the use of 
concentrated solutions locally are of value. Iodines also 
seem to have some value, but not to the same degree as 
neoarsenphenolamin. It should be borne in mind that in 
conditions of the throat that are suspected of diphtheria 
and no diphtheroid organisms are found, we should always 
make smears for the presence of Vincent’s infection. 





The public does not take the science of medicine 
seriously, and probably never will do so; but please 
get this idea clear, they take you seriously, and very 
seriously at that. And why shouldn’t they? Even a 
dog knows his friend——Texas State Journal Medicine. 
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.A PLEA IN FAVOR OF A STANDARDIZED 
WASSERMANN TEST * 


By E. H. RUEDIGER, M. D., Angelus Hospital, 
Los Angeles 


A standard method should be very pene simple, 
quantitative, free from irregularities and unknowns. 

In order to get more uniform results, and in order to 
keep worthless literature on this subject out of our medical 
journals, we must adopt a good method as a standard. 

Discussion by Walter V. Brem, Los Angeles; M. C. 
Terry, Los Angeles; R. L 'Kilduffe, Los Angeles; G. F. 
Ruediger, Pasadena; Paul A. Mader, Los Angeles; Wil- 
fred H. Kellogg, Berkeley. 

Standardization of the Wassermann test has been 
urged for several years, but very little has been 
done toward adopting any one method as a standard. 
Because of the lack of a standard method, many dif- 
ferent methods are still in use, and the results from 
different laboratories do not agree as often as they 
should. New and frequently inferior methods are 
proposed from time to time which are not worth 
publication and perhaps would not be published if 
there were a standard of comparison. 

A standard method should be very sensitive, sim- 
ple, quantitative, free from irregularities and un- 
knowns. It should be sensitive, but must not give 
false positive results. After comparing nearly every 
proposed method with my method, I feel satisfied 
that my method is the most sensitive, simplest quan- 
titative method free from irregularities and un- 
known quantities that has so far been proposed, and 
the following report shows the results obtained by 
comparing other methods with my method. 

Technic of my Method—When scientifically ac- 
curate results are required, titration should be done 
with the precision method which has been fully de- 
scribed in a previous report. This report deals with 
routine method, and the routine method will be 
described. 

Human Serum—aAll human serums and cerebro- 
spinal fluids are heated to from 55 degrees C. to 56 
degrees C. for thirty minutes and are mixed with 
pure, sterilized glycerol so as to have a mixture 
which contains 50 per cent glycerol. The first dilu- 
tion I usually make 1:4-by adding three parts of a 
mixture composed of one part of physiological (0.9 
per cent) salt solution and two parts of glycerol to 
one part of human serum. (I mix 25 cc. of physio- 
logical salt solution with 50 cc. of glycerol, sterilize, 
and add 0.3 cc. of this diluted glycerol to every 
0.1 cc. heated human serum or cerebro-spinal fluid. 
Glycerol so diluted is easily handled with a pipette, 
and the resulting solution of the human fluid is 
1:4.) I prefer to heat the human fluid before it 
is mixed with the glycerol, but it makes no differ- 
ence in the final results. Any further diluting is 
done with 50 per cent of glycerol in physiological 
salt solution. 

Antigen — As so-catled antigen I employ plain 
alcoholic extract of human heart muscle or of beef 
heart muscle, and use it in the optimum dilution 
and dose. This must be determined for each lot of 
antigen. 

Complement Serum—All complement serums are 
selected. Each complement serum is quantitatively 


* Presented to the Section on Pathology and Bacteri- 
ology at the Fifty-third Annual Session of the California 
Medical Association, Los Angeles, May, 1924. 


CALIFORNIA AND WESTERN MEDICINE 


Vol. XXII, No. 11 


titrated against a known negative control serum and 
against a known positive control serum, and all com- 
plement serums that are not satisfactory are rejected. 


Hemolytic System—The hemolytic system may be 
human or sheep. I use the human system simply be- 
cause it is easier to get human corpuscles. In the 
precision method I use 1 hemolytic unit, and in the 
routine method I use 1.5 (1 5/10) hemolytic unit. 


The Test—For the routine method, put six suit- 
able test tubes into a suitable test-tube rack and des- 
ignate them as tubes Nos. 1, 2, 3, 4, 5, and 6. Let 
tube No. 1 be the control tube, and tubes Nos. 2, 3, 
4, 5, and 6 the antigen tubes. Into each of the tubes 
Nos. 3, 4, 5, and 6 put 0.2 cc. of 50 per cent solu- 
tion of glycerol. Into each of the first two tubes 
put 0.2 cc. of human serum or cerebro-spinal fluid 
diluted 1:4; and into the third tube put 0.1 cc. of 
the human material diluted 1:4. Mix the contents 
of tube No. 3 and transfer 0.1 cc. to tube No. 4; 
mix and transfer 0.1 cc. to No’ 5; mix and transfer 
0.1 cc. to No. 6; mix and discard 0.1 cc. The dilu- 
tions will be as follows: Control tube 1:4, antigen 
tubes 1:4, 1:12, 1:36, 1:108, 1:324. These are the 
dilutions I usually employ, but other dilutions will 
answer the same purpose. 

Add 0.2 cc. of physiological sait solution to the 
control tube and 0.2 cc. of diluted antigen to each 
antigen tube and shake. Add 0.2 cc. of complement 
serum diluted 1:7.5 to each tube, shake. Place all 
tubes in ice-cold water for five hours, shaking them 
well about two hours after they have been put into 
the cold water. Wash human blood corpuscles and 
make a 2.5 per cent (1:40) suspension of well- 
packed corpuscles in physiological salt solution. Use 
0.2 cc. of the suspension as the test dose. Dilute the 
hemolytic amboceptor with physiological salt solu- 
tion. Titrate the hemolytic system in the presence 
of 0.2 cc. of 50 per cent solution of glycerol per 
tube, and adjust it to one unit with 0.2 cc. of com- 
plement serum diluted 1:10. 

At about thirty minutes before the hemolytic am- 
boceptor and corpuscles are to be added to the test 
mix equal parts of diluted amboceptor and corpuscle 
suspension, shake well, put the mixture into the in- 
cubator at about 37 degrees C. for thirty minutes, 
shaking at intervals of about ten minutes. 

Transfer the tubes from the cold water bath to a 
warm water bath at about 37 degrees C., and from 
five to ten minutes later add 0.4 cc. of amboceptor- 
corpuscle mixture to each tube. Return the tubes to 
the warm water for one hour, during which time 
they should be shaken at intervals of fifteen minutes. 
Remove the tubes from the warm water bath, let 
them stand at room temperature for about one hour, 
and read the results. 


Reading Results—In reading results, complete in- 
hibition of hemolysis in a tube is called 1-+- or one 
unit fixation, and this is multiplied by the dilution 
of the human serum or.cerebro-spinal fluid as is 
shown in Table No. A. 

TABLE NO. A 
No. of 


No. of Tube 1 2 3 4 5 6 Results 
Serum Dilution 1:4 74 1:12 1:36 1:108 a 24 

Readings 0 + os + 0 36+ 

2 Readings 0 + os oe + 108+ 

3 Readings 0 + a + oS : = 3244+ 


If the last antigen tube does not show the limit 
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CHART 1 


of fixation the material is titrated further, begin- 
ning with a higher dilution as shown in Table 
No. B. 
TABLE NO. B 
No. of 

No.of Tube 1 2 3 4 5 6 
Serum Dilution 1:200 1:200 1:400 1:800 1:1600 1:3200 

1 Readings 0 + + 0 0 0 400+ 


2 Readings 0 ob te + 0 0 600+ 
3 Readings 0 


+ + + + 0 =1600+ 

During the course of treatment quantitative Was- 
sermann tests may be done at intervals of a few 
months, and the records may be kept in the form of 
curves as is shown in Charts Nos. 1 and 2. 

I tested many serums by the Wassermann method 
and by my method, and found my method much 
more sensitive than the Wassermann method. My 
method was found to be approximately fifty times 
as sensitive. Some of the results are shown in Table 
No. 1. 


Results 


TABLE NO. 1 
Results with 
Wassermann 
Method 
Negative 
oT 


Results with 
Ruediger 
Method 
20+ 
300+ 
100+ 
40+ 
50+ 


No. of 
ae 


4 
Negative 
es 


TEST NO. 2 
Many serums were tested by the Herrold contact 
precipitation test and by my method, and I did not 
find the Herrold test any more sensitive than the 
Wassermann method, and found great difficulty in 
reading weakly positive results by the Herrold test. 
Table No. 2 shows some of the results obtained. 


TABLBE NO. 2 
Results with 
Herrold 
Test 
Negative 


+ 
+++ 
+ 

Negative 
Negative 


Negative 
Negative 


Results with 
Ruediger 
Method 

20+ 
100+ 
200+ 
300+ 
Negative 
10+ 


No. of 
Serum 


a 
SCODADAT SP CODE 


4- 
Negative 
Negative 
Negative 


TEST NO. 3 
On many serums I compared my method with the 
method proposed by Kolmer. With the Kolmer 
method I used the same quantities of serum used in 
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my method, and read results as I read them by my 
method. Having the cholesterinized antigen of Kol- 
mer in the antigen tubes and nothing in the control 
tubes to balance the anti-complementary property of 
the cholesterin, a greater excess of complement had 
to be allowed to avoid false positive results. False 
positive results are apt to be obtained with choles- 
terinized antigen because the anti-complementary 
property of the antigen is not balanced in the con- 
trol tubes. 

According to my limited experience with the Kol- 
mer method, my method usually gives much stronger 
positive results, but occasionally a serum may read 
as strongly by the Kolmer method as by my method. 
In a personal letter to me, Dr. Kolmer states that 
he finds my method five or six times as sensitive as 
his own method. Table No. 3 shows some of the 
results I obtained by comparing my method with the 
Kolmer method. 


TABLE NO. 3 


Results with 
Kolmer 
Method 
Negative 
30+ 
100+ 
Negative 
160+ 400+ 
100+ 100+ 
10+ 20+ 
Negative 10+ 
20+ 50+ 
Negative 6+ 


After having compared my method with other 
methods, I had the opportunity of comparing re- 
sults with four different laboratories, all using other 
methods. 


Results with 
Ruediger 
Method 

4+ 

80+ 

200+ 
Negative 


No. of 
Serum 


SOMAMTIS WD 


w 


TEST NO. 4 
Several serums were sent to Laboratory No. 1 
and to me. Many disagreements were encountered 
in this series, as Table No. 4 shows. 


TABLE NO 4 
No. of Results from 
Lab. No. 1 


Ruediger 
Serum 


Results 
Negative 
Positive, 
Positive, 
Positive, 
Positive, 
Positive, 
Positive, 
Negative 
Negative 
Positive, 


Negative 
Negative 
Negative 
Negative 
Negative 
Positive, 
Negative 
Negative 
Negative 
Negative 


2+ 


SWORD OP CODD 


we 
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Table No. 4 shows the results obtained on ten 
serums tested in Laboratory No. 1 and by myself. 
My method was approximately 100 times as sensi- 
tive as theirs. All of these serums, which gave posi- 
tive results by my method, came from known syph- 
ilitic patients under treatment, and serums Nos. 3 
and 6 came from the same patient three days apart. 


TEST NO. 5 


On 100 serums, I compared results with Labora- 
tory No. 2. In this laboratory the Kolmer method 
was used, and the results obtained by Laboratory 
No. 2 and by myself are recorded in Table No. 5. 


TABLE NO. 5 

Results by Results by 
um Laboratory No. 2 Ruediger 

444 0 0 Positive, 20+ 

Negative 
Positive, 15+ 
Positive, 40+ 
Negative 
Positive, 6+ 
Negative 
Positive, 4 
Positive, 40+ 
Positive, 15+ 
Positive, 6+ 
Negative 
Negative 
Positive, 20+ 
Positive, 20+ 
Positive, doe 


No. of 
Se 


"I 


Negative 
4-4°4 8 © 
4444 4 

Negative 

Negative 

Negative 

Negative 

4 4 4 

44 0 

446 

Negative 

Negative 

4 4 4 


444 
Negative 
Negative Negative 
Negative Negative 
4 4 4 Positive, 
44 4 Positive, 
Negative Negative 
20 0 Positive, 6+ 
Negative 
Negative 
Negative 
Positive, 
Negative 
Positive, 
Negative 
Negative 
Negative 
Positive, 
Positive, 
Positive, 
Negative 
Negative 
Positive, 
Negative 
Positive, 
Positive, 
Negative 
Positive, 
Negative 
Negative 
Negative 
Negative 
Positive, 
Positive, 
Negative 
Positive, 
Positive, 
Negative 
Negative 
Negative 
Positive, 
Positive, 
Positive, 
Negative 
Negative 
Positive, 
Negative Negative 
Negative Negative 
4 3 Negative 
Negative Positive, 8+ 
Negative Negative 
Negative Positive, 4+ 
Negative Negative 
Negative Negative 
32 0 Positive, 
434 1 Positive, 
Negative Negative 
Negative Negative 
444 Positive, 400+ 
444 Positive, 150+ 
6 4.@ Positive, 100+ 
Negative Negative 
Negative Positive, 8+ 
Negative Negative 
440 Positive, 24+ 
Negative Negative 
Negative Positive, 4+ 
Positive, 12+ 
Negative 


Negative 
Negative 

Negative 
Positive, 
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0 0 0 
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Negative 
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44 0 
Negative 
Negative 
Negative 
Negative 
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pe oh ee 
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Negative 
Negative 
Negative 
1 0 
Negative 
Negative 
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Negative 
Negative 
Negative 
Negative 
4 4 200 
Negative 
Negative 
Negative 
Negative 
Negative 
Negative 
Negative 
Negative 
Negative 
4 4 4 
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Negative 
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Negative 
Negative 
Negative 
Negative 
Negative 
Negative 
444 
Negative 
Negative 
Negative 
441 


Positive, 30+ 
Negative 
Negative 
Negative 
Negative 
Negative 
Positive, 100-+- 
Positive, 4. 
Negative 
Negative 
Positive, 
Negative 
Negative 
Positive, 
Negative 


Table No. 5 shows the results obtained by com- 
pering my work with that of Laboratory No. 2. 
There was disagreement on 20 out of the 100 
serums compared. Of these 20 serums, I reported 
positive results on 18, and Laboratory No. 2 re- 
ported negative results. On two serums, Serums 
Nos. 23 and 63, I reported negative results, and 
Laboratory No. 1 reported positive results. I can 
hardly believe that my Serum No. 63 was the same 
as their Serum No. 63. So far we have been unable 
to get a retest on this patient, and are left in doubt. 


70+ 
Negative 
Negative 
44490 0 


60+ 
Negative 


TEST NO. 6 


With Laboratory No. 3, I compared fifty serums, 
the results of which are recorded in Table No. 6. 


TABLE NO. 6 


Results by 
Laboratory No. 3 
Positive, + 
Negative 
Negative 
Negative 
Negative 
Negative 
Positive, + 
Positive, 1+ 
Negative 
Negative 
Negative 
Negative 
Negative 
Negative 
Negative 
Negative 
Negative 
Positive, 
Negative 
Negative 
Negative 
Negative 
Positive, 4-+- 
Positive, 
Positive, 
Positive, 
Positive, 
Positive, 
Positive, 
Positive, 
Positive, 
Positive, 
Positive, 4+ 
Negative 
Negative 
Negative 
Negative 
Positive, 
Negative 
Negative 
Negative 
Positive, 
Positive, 
Positive, 
Negative 
Negative 
Negative 
Negative 
Negative 
Negative 


No. of 
Serum 


Results by 
Ruediger 
Negative 
Negative 
Negative 
Negative 
Negative 
Negative 
Positive, 
Positive, 
Negative 
Negative 
Negative 
Negative 
Negative 
Negative 
Negative 
Negative 
Positive, 
Positive, 
Negative 
Negative 
Negative 
Negative 
Positive, 200+ 
Positive, 60-- 
Positive, 240+ 
Positive, 40+ 
Positive, 12+ 
Anticomplement’y 
Positive, 60+ 
Positive, 100+ 
Positive, 40+ 
Positive, 40+ 
Positive, 24+ 
Negative 
Negative 
Negative 
Negative 
Positive, 
Negative 
Negative 
Negative 
Positive, 
Positive, 
Positive, 
Negative 
Negative 
Negative 
Negative 
Negative 
Negative 


Table No. 6 shows the results on fifty serums 
compared with Laboratory No. 3. There were two 
disagreements in results, and one serum I found 
anti-complementary. Serum No. 1, Laboratory No. 
3 reported weakly positive, +, and I reported it 
negative; it came from a patient who was known 
to be syphilitic. Serum No. 17, Laboratory No. 3, 
reported negative, and I reported it positive, ++. 
This serum came from a patient who was known 
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to be syphilitic. Ignoring the anti-complementary 
serum, we may claim 96 per cent agreement with 
two different methods done in two different labora- 
tories. 


TEST NO. 7 


On fifty-six serums, I compared results with 
Laboratory No. 4. These results are recorded in 
Table 7. 


TABLE NO. 7 


Results by 
Laboratory No. 4 
Negative 
Positive, 4+ 
Negative 
Negative 
Negative 
Negative 
Positive,4+ 
Negative 
Positive, 3+ 
Negative 
Negative 
Negative 
Negative 
Negative 
Negative 
Negative 
Negative 
Negative 
Negative 
Negative 
Negative 
Positive,4+ 
Negative 
Negative 
Negative 
Positive, 4+ 
Negative 
Negative 
Negative 
Negative 
Negative 
Negative 
Positive, 1+ 
Negative 
Negative 
Negative 
Positive, 1+ 
Positive, 1+ 
Positive, 4+ 
Negative 
Positive, 3+ 
Positive, 4+ 
Positive, 4+ 
Negative 
Negative 
Negative 
Negative 
Negative 
Negative 
Positive, 3+ 
Negative 
Positive, 3+ 
Negative 
Positive, 1+ 
Positive, 3+ 
Positive, 3+ 


No. of 


Results by 
Serum 


Ruediger 
Negative 
Positive, 100+- 
Negative 
Negative 
Negative 
Negative 
Positive, 500+ 
Negative 
Positive, 
Negative 
Negative 
Negative 
Negative 
Negative 
Negative 
Negative 
Negative 
Negative 
Negative 
Negative 
Negative 
Positive, 100+ 
Negative 
Negative 
Negative 
Positive, 
Negative 
Negative 
Negative 
Negative 
Negative 
Negative 
Negative 
Negative 
Negative 
Negative 
Positive, 
Positive, 
Positive, 
Negative 
Positive, 
Positive, 
Positive, 
Negative 
Negative 
Negative 
Positive, 
Negative 
Negative 
Positive 12+ 
Negative 
Positive, 8+ 
Negative 
Positive, 
Positive, 
Positive, 


In Table No. 7 are shown the results obtained 
by Laboratory No. 4 and by myself on fifty-six dif- 
ferent human serums. There were only two dis- 
agreements. On Serum No. 33, Laboratory No. 4+ 
reported “Positive, 1+,” and I reported “Nega- 
tive.” On Serum No. 47, Laboratory No. 4 re- 
ported ‘‘Negative,” and I reported “Positive, ++.” 
This serum came from a patient who is known to 
‘have syphilis. In this series we have 96.4 per cent 
agreement in reports from two different laboratories 
using different methods. 


nom 
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12+ 


12+ 


SUMMARY 


The old-fashioned Wassermann test, the Herrold 
Ring or Contact Precipitation Test for Syphilis and 
the Kolmer modification of the Wassermann test 
were compared with my method by myself, and I 
found great disagreement in the results obtained. I 
found my method from fifty to one hundred times 
as sensitive as the old Wassermann test, from fifty 
to one hundred times as sensitive as the test proposed 
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by Herrold, and from two to four times as sensitive 
as the Kolmer modification of the Wassermann test. 

I compared results with four different labora- 
tories, some in Los Angeles, California, and some 
elsewhere. Laboratory No. 1 used the old-fashioned 
Wassermann method but slightly modified, and re- 
ported negative results nearly every time when I 
reported less than 100+-. Laboratory No. 2 re- 
ported positive results on 31 out of 100 serums in 
this series, and I reported positive results on 48 of 
the same 100 serums. On three of these I reported 
only 1+-, which is really not worth mentioning. 

Out of fifty serums, Laboratory No. 3 reported 
19 positive, and I reported 18 positive. One of their 
positive serums I found strongly anti-complemen- 
tary, one serum they reported weakly positive which 
I reported negative, and one serum they reported 
negative and I reported positive. With Laboratory 
No. 4, I had but slight disagreement. We compared 
results on 56 serums. Laboratory No. 4 reported 
positive results on 17, and I reported positive results 
on 17. On one serum they reported a positive re- 
sult and I reported a negative result, and on an- 
other serum they reported a negative result and I 
reported a positive result. 

In order to get more uniform results, and in 
order to keep worthless literature on this subject 
out of our medical journals, we must adopt a good 
method as a standard. 

1925 Trinity Street. 


DISCUSSION 


Walter V. Brem, M.D. (Pacific Mutual Building, 
Los Angeles)—We took part in these comparative 
tests. If I am not mistaken, we are called Laboratory 
No. 3. Although we did not use the same method, 
our results agreed almost perfectly. We have been 
using our sensitive method for several years, have 
found it very satisfactory, and think that any less 
sensitive method may well be considered obsolete. 


M. C. Terry, M. D. (Consolidated Building, Los 
Angeles) — Dr. Ruediger’s plea for a standardized 
Wassermann test has interested all of us, [ am sure, 
particularly those of us who are concerned with the 
performance of this test. 

Dr. Ruediger may not have convinced us that the 
test he presents is destined to be the accepted stand- 
ard, but at least he has shown us how to go about 
it to find such a standard; namely, original experi- 
mental departure from classic methods and then, ° 
when something hopeful appears, painstaking com- 
parison of results in collaboration with other workers 
and with clinicians. 

Dr. Ruediger’s departures from older methods are 
three in number, I should say: (1) The introduc- 
tion of quantitative measurement of reagin; (2) his 
method of reading the results of the test; and (3) his 
use of glycerol, particularly his inclusion of this re- 
agent in his serum control tube. 

Quantitative Wassermann determinations, by one 
means or another, we are all coming to or have 
already adopted. Ruediger’s method in this respect 
seems to me very good, as it is not cumbersome and 
gives a quantitative reading right off without the 
necessity of a second set-up later in the day or next 
day. It is much like Kolmer’s method in this re- 
spect, but seems rather simpler than Kolmer’s. 

Ruediger’s way of reading his results is logical 
enough, but in such a comparative study as he has 
just reported is likely to be a little misleading. ‘‘Posi- 
tive, 100 plus,” after all, indicates no more than 
“four plus at 1:25,” referring to serum No. 30, in 
Ruediger’s series with Laboratory No. 3. The clini- 
cian, too, understands the four plus report readily 
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enough, and so in many cases does the patient, while 
a report of “100 plus” might be quite unnecessarily 
upsetting to both. 

Ruediger’s use of glycerol is extremely interesting. 
As I understand it, Dr. Ruediger uses glycerol be- 
cause he finds he gets stronger reactions that way. 
In effect (as I see it, though Dr. Ruediger may have 
some other explanation), he uses glycerol instead of 
cholesterol to reinforce his plain antigen. For all I 
know, glycerol may be better for that purpose than 
cholesterol. I should like to know if Dr. Ruediger 
has made a separate study of that point. All I know 
about it myself is that glycerol is somewhat anti- 
complementary just as cholesterol is, and that, like 
cholesterol, it is also, in itself, a weak Wassermann 
antigen. I find that it is entirely possible to perform 
the Wassermann test after a fashion—not practical 
at all—with no other antigen than glycerol. Ruedi- 
ger’s control tube, therefore, instead of being a tube 
containing no antigen, is a tube containing a little 
antigen. 

It would be interesting to know what per cent of 
sera Ruediger finds anti-complementary in the rou- 
tine use of his method. I think it may not differ 
much from what the rest of us find, though I see the 
possibility, and serum No. 28, which Laboratory No. 3 
found satisfactory and Ruediger found anti-comple- 
mentary, may be a case in point. 

Coming to that part of the author’s paper in which 
he compares results with three other laboratories, it 
seems to me there is honor enough to go round for 
all four laboratories; 80 to 96 per cent of agreement 
is pretty good. 

Of course, a real test of the superiority of Ruedi- 
ger’s method over those employed by other labora- 
tories will require a larger series than the author 
has reported to us today and, particularly, a care- 
ful study of those cases in which Ruediger’s results 
differ from those of the collaborating laboratories. In 
Ruediger’s work with Laboratories No. 3 and No. 4, 
an effort was made to find out who was clinically 
right and who wrong in those cases in which results 
differed; but in the whole 106 cases there were only 
four such disagreements and, as it happens, the result 
of the investigation is almost exactly a stand-off: 
Ruediger missed one known and one probable syphi- 
litic which Laboratory No. 3 and Laboratory No. 4, 
respectively, picked up, while Laboratories 3 and 4 
each missed one known syphilitic which Ruediger 
picked up. This number of cases is too small to per- 
mit any conclusion as to superiority of method from 
o standpoint of reliability, which is the important 
thing. 


Robert A. Kilduffe, M. D. (Hollingsworth Building, 
Los Angeles)—This paper is worthy of a far more 
extended discussion than is possible without undue 
encroachment upon the space available. 


It is regrettable that the paper does not indicate 
in any way the preliminary investigations upon which 
the construction of the technic was based. It would 
be interesting, for example, to know why it is more 
advantageous to use complement in a dilution of 1:7.5 
rather than 1:10 or 1:13.25, and it would be particu- 
larly interesting to know the data available to prove 
beyond doubt the absolute specificity under any and 
all circumstances of positive reactions obtained with 
a simple alcoholic extract as antigen, whether it be 
of normal or syphilitic heart. This has certainly not 
been accepted heretofore, and it seems reasonable 
that any method proffered as a standard should be 
accompanied by some.details as to the reasons for 
its technical variations from others. 


Tables of comparative results are robbed of much 
of their significance when there is no accompanying 
information whereby the correctness of the results 
may be judged. It is not possible to correctly esti- 
mate the true value of any method of complement 
fixation in syphilis unless the study is not only an 
extensive one but also conducted with the closest 
possible degree of clinical co-operation. 

There is no question that an acceptable method 
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should be a quantitative method, and it is quite pos- 
sible that any method may be improved in delicacy 
by the absorption of natural hemolysins and the use 
of complement tested for fixability. 

The question of specificity, however, is of para- 
mount importance, particularly as so many clinicians 
rely entirely on the complement-fixation test as the 
sole means of diagnosing syphilis. Personally, I 
would be reluctant to take a plus one reaction with a 
simple alcoholic extract in the presence of one unit 
of complement and amboceptor as an invariable index 
of the presence of syphilitic reagin. 

I am interested in the comparison with the method 
of Kolmer, as I had the pleasure of furnishing these 
sera to Dr. Ruediger. 

Dr. Ruediger uses an anti-human system; Kolmer’s 
method an anti-sheep. All of the sera, giving vary- 
ing results with Dr. Ruediger’s method, contained 
large amounts of natural anti-sheep amboceptor and, 
after absorption, all but three of these sera gave posi- 
tive reactions of varying degree with Kolmer’s test. 
Clinical data was not available in any of the three 
sera again negative to Kolmer’s method. 

In a communication to be published, it will be 
quantitative technic. 

There now exists a record of over 70,000 strictly 
shown that the absorption of natural hemolysins is 
advantageous and increases the delicacy of Kolmer’s 
comparative tests of Kolmer’s method, in compari- 
son with a large variety of technics by a large num- 
ber of workers—some tending to be even hypercriti- 
cal in their comparison—without clearly demonstra- 
ble false positive reactions. At least a comparable 
investigation by as many observers using as many 
varieties of technic in comparison with Dr. Ruedi- 
ger’s method is indicated before accepting, without 
question, the assumption that it is impossible for his 
method to give a false positive, and that it never 
misses a true positive. 

Dr. Ruediger notes his trial of Kolmer’s method, 
but as he used his own serum dilutions and his own 
method of reading results, what he really tried was 
Kolmer’s antigen with portions of Ruediger’s technic. 
You cannot try any man’s method unless you adhere 
strictly to the technic as described; otherwise, you 
are trying a hybrid, something which is a combina- 
tion of his method and your own arbitrary variations 
from it. 

I believe the specificity of the reaction to be of at 
least equal value with delicacy. It would be rela- 
tively easy to devise a technic which would give none 
but true positives—but it would not be delicate; or 
one which would be extremely delicate—but it would 
give false positives. The middle ground is the safest 
as long as the main burden of diagnosis is to be 
thrown on the complement-fixation test in a large 
proportion of cases. 


Gustav F. Ruediger, M.D. (Citizens’ Bank Build- 
ing, Pasadena) —I have used Dr. E. H. Ruediger’s 
method on more than fifty bloods, running the tests 
parallel with those by another method, and find it 
very sensitive but not liable to give false positives. 
On several cases my old method gave a negative re- 
sult, whereas this method gave a clean-cut positive. 
One of these cases was an old syphilitic who had 
been under treatment several years ago and who 
now had attacks of dizziness caused by high blood 
pressure. The other was a man who had a suspicious 
sore nearly a year ago, at which time he received 
some anti-syphilitic treatment. He had recently had 
two other negative Wassermann reactions, but this 
method gave a weakly positive. I find the method 
easy of manipulation in the laboratory and far more 
sensitive than most of the other methods, including 
the method of Kolmer. 


Mr. Paul A. Mader, B.S. (Angelus Hospital, Los 
Angeles)—I have been doing Wassermann tests for 
several years, and have used several different meth- 
ods. Some of these methods were simple and quite 
easily learned, while others were complicated. None 
gave uniform and accurately measured results. Dur- 
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ing the last few months, I have been using the 
method just described by Dr. Ruediger and find it 
superior to all other methods I am familiar with. 
Selection of complement serum is absolutely neces- 
sary if uniform results are desired. The so-called 
catalytic agents are moderately anti-complementary 
and may lead to false positive results when used in 
the antigen tubes only. Glycerol being used in the 
control as well as in the antigen tubes removes this 
danger. Besides being a catalytic agent, glycerol is 


a good preservative for serums, especially the nega- ~ 


tive and positive control serums, and also when serum 
is to be sent a long distance. By means of an accu- 
rate unit of measure, quantitative results. are obtained 
and are checked daily by the accurate quantitative 
positive control. I consider this method a great im- 
provement over others I have so far tried. 


Dr. Wilfred H. Kellogg (State Hygienic Labora- 
tory, Berkeley, Calif..—Dr. Ruediger is to be com- 
mended for having perfected a modification of the 
Wassermann test that is undoubtedly to be classed 
with the few really good tests. Whether or not it is 
really more sensitive than others and at the same 
time absolutely immune to false results and, there- 
fore, entitled to selection as the “standard test,” is a 
question that cannot be decided without much fur- 
ther comparative work. In comparing tabulation of 
results, it is essential that the same language be used 
in both or, at least, that the observers have very 
clearly in mind the meaning of the method of ex- 
pressing strength of reaction in the two systems. For 
example, a glance at the table does not convey im- 
mediately to mind the fact that a Kolmer report of 
44440 and a Ruediger report of 40 plus mean the same 
thing. With this in mind, I have analyzed the first 
twenty-three items in Table No. 5. If the actual 
quantities of reagin present in the tubes is taken into 
account, and both methods reported by the same sys- 
tem, it will be found that there were nine serums— 


one positive and eight negative that were the same in 
both tests. 


Three serums were negative by Kolmer, and posi- 
tive by Ruediger; one negative by Ruediger, and 
positive by Kolmer; four that were more strongly 
positive by Ruediger than by Kolmer, and six that 
were stronger by the Kolmer method. 


Of course, this does not really mean anything; it 
merely accentuates the fact that there is no one 
method that can be depended on to get absolutely 
all cases, and no two methods that will give identical 
results throughout. It may be said also that there 
has not yet been devised a test that will not occa- 
sionally be exceeded in strength of reaction, in some 
particular case by some other method. 


The desirability of a uniform test is universally 
admitted, but the need for some good test in every 
laboratory, performed by competent serologists is 
even more urgent at the present time. It is doubtful 
if the universal adoption of any one test will ever 
be brought about or that it would even be desirable; 
but it would be of great advantage if one test could 
be used very generally as a standard of comparison. 
I believe Doctor Ruediger’s method merits consid- 
eration as such a test. Because it is so widely known 
and apparently has the best chance of any of being 
selected by a large number of serologists, I have 
been advocating the adoption of the Kolmer method 
for this purpose, and have encouraged its adoption 
by diagnostic laboratories in lieu of their own which 
sometimes, but not always, is as good as Kolmer’s. 

In keeping with this idea, I have discarded a 
method that I believe was its equal, and the hygienic 
laboratory now uses the Kolmer quantitative test. In 
the interest of uniformity, we also distribute, free of 
charge, standard Kolmer antigen to any laboratory 
using the Kolmer technic. 


Doctor Ruediger (closing)—In closing, I wish to 
agree with Dr. Brem, in considering less sensitive 
methods obsolete. 


In reply to some of Dr. Terry’s remarks, I wish 
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to state that reporting results in terms of fixing units 
per cubic centimeter of human serum tested seems to 
me the simplest and most logical method, and physi- 
cians and patients soon understand it. Glycerol I 
use for two reasons; it is a fairly good preservative, 
and it acts as a catalytic agent. Many times I have 
tested cholesterol and glycerol for antigenic proper- 
ties on serums giving frankly positive results with 
the regular antigen, but I have not found any. Per- 
haps a very strongly positive serum would show 
some antigenic properties in glycerol. I have very 
little trouble with anti-complementary serums. The 
serum I reported anti-complementary would not have 


been reported so had there been serum enough for 
a retest. 


Dr. Kilduffe thinks it regrettable that the paper 
does not indicate the preliminary investigations upon 
which the construction of my technic is based. A 
review of the literature on the subject would be en- 
tirely too much for us to cover at this time. The 
first report was published in 1916, and many reports 
have been published since. My method is so old that 
every laboratory worker should be familiar with it, 
but perhaps more are familiar with some of the new 
methods, especially that advocated by Dr. Kolmer. 
Furthermore, in this report we are chiefly comparing 
results not technical details. 


This method is based on fully eight years of study. 
I have compared it with every method that has been 
published so far, and, had other workers who pro- 
posed new methods during the last few years com- 
pared their methods with existing methods, I believe 
many of them would not have been published, be- 
cause they were obsolete before they went to the 
printers. 


I use fairly large quantities of complement serum 
to economize on hemolytic amboceptor. I do not 
claim to be working with plain alcoholic antigen as 
commonly spoken of. I use plain alcoholic antigen 
plus glycerol, and find it more satisfactory than an- 
tigen reinforced with cholesterol. 


During the last seven years, I tested serums from 
most of the common ailments and found syphilis and 
yaws the only two diseases in which positive results 
are obtained. 


I find my method more sensitive than the Kolmer 
method, and, in a personal communication to me, 
Dr. Kolmer states that he finds my method more 
sensitive than his. 


Those who have tried my method seem to like it. 
Dr. G. F. Ruediger and Mr. Mader, who have per- 
sonal experience with it, find it more satisfactory 
than any other methods they have tried. 


Personally, I have never condemned a method 
without a fair trial, and most of those who oppose my ° 
method do so because they never tried it. Dr. Kol- 
mer fights against my method, but so far he has been 
unwilling to compare results with me. 


Asthma-Tabs (Propaganda for Reform)—The Asthma- 
Tabs Laboratories of Kansas City, Missouri, conducts a 
piece of mail-order quackery in the sale of an alleged cure 
for asthma known as “Asthma-T abs.” The point of con- 
tact between quack and victim is, as usual, the venal or 
careless newspaper or magazine which sells its advertis- 
ing space to herald the false statement of the Asthma- 
Tabs promoter. As usual, trial treatments are offered at 
a sliding scale of prices. The A. M. A. chemical labora- 
tory analyzed this alleged “asthma cure” and concluded 
that each “Asthma-Tab” contains the equivalent of: potas- 
sium iodid, 0.35 gm.; potassium sulphate, 0.15 gm.; 
arsenic trioxid, 0.0005 gm. Thus this asserted new dis- 
covery contains as its essential constituents two drugs— 
potassium iodid and arsenic trioxid—that have been used 
for a generation in the treatment of asthma and may easily 
both be harmful and dangerous when used without care 
or in ignorance of their action—Journal A. M. A. 
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REMOVAL OF TONSILS BY ELECTRO- 
COAGULATION 


By ALBERT, Cc. CARLTON, M. D., San Francisco 


While electro-coagulation may have some salient fea- 
tures to commend it, experience has taught me that it is 
not a procedure to be employed in every case. 

The operation can be performed in the course of a few 
minutes under local anesthesia. 

The destruction of tonsils b~ the electric current is not 
new, but recent improvements in apparatus and methods 
have brought it into prominence. 

The character of the current is of the utmost importance. 

Electro-coagulation of tonsils will find its place, when 
methods of operation and apparatus will have become 
standardized, for selected cases as herein mentioned. 

Discussion by C. F. Welty, San Francisco; F. L. Rogers, 
Long Beach; C. C. Stephenson, Los Angeles. 


When advocates for the removal of tonsils by 
electro-coagulation reported the possibilities of this 
method, the thought arose, was it not enthusiasti- 
cally over-rated and were not some of its undesirable 
features suppressed. As any new method courts criti- 
cism from adherents of methods in vogue, it gave me 
the desire to investigate, and the result of my obser- 
vations are herewith presented. 

The literature on the subject, which attracted my 
attention, gave one the impression of ease of per- 
formance as simple as an ordinary office treatment. 
It seemed as though the physician need only to ac- 
quire the special apparatus devised for the purpose 
and proceed to remove any and all tonsils that came 
his way without further ado. 

While electro-coagulation may have some salient 
features to commend it, experience has taught me 
that it is not a procedure to be employed in every 
case by anyone, but might become an adjunct to those 
accustomed to performing tonsillectomies in certain 
selected cases, when the proper technic and under- 
standing has been acquired. 

The operation itself can be performed in the course 
of a few minutes under local anesthesia, but the after 
effects are of consequence, and to destroy tonsils com- 
pletely at one operation requires skill and experience. 
Post-operative conditions are comparatively the same 
as those following tonsillectomies, varying with the 
individuality, and the attendant discomfort must be 
cared for accordingly. There is also the additional 
necessity for disposing of the tonsil slough and caring 
for the inflammation produced by the electric burn 
which in some instances, if one is not careful, affects 
the surrounding pillars. 

The acquisition of a working knowledge for the 
control of the current is incumbent upon the operator, 
that he may keep it confined within the tonsil tissue 
to be destroyed. ‘The current is invisible and unlike 
the galvano-cautery, which is red hot, shows only 
the result, the coagulated area affected by it. 

Electro-coagulation may be defined briefly as the 
application of the D’Arsonval high frequency current, 
measured by milliamperemeter, controlled by suitable 
apparatus, producing sufficient heat by resistance in 
its passage to coagulate and destroy living tissue. 

Under the influence of a local anesthetic, coagula- 
tion is painless, hemostatic, sterilizing, without shock 
or physical taxation and commends itself to timid 
patients and those who for constitutional reasons 
should avoid general anesthesia, loss of blood or 
mental stress. Likewise to those who cannot afford 
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hospitalization, loss of time from work or loss of 
income, electro-coagulation has its useful purposes. 


The destruction of tonsils by the electric current 
is not new, but recent intprovements in apparatus 
and methods have brought it into prominence and for 
the past eight months it has been employed by me in 
at least fifty instances for the destruction of tonsils, 
turbinates and pharyngeal hypertrophies. 


The apparatus used consisted of a Fischer Dia- 
thermy apparatus, with food control, insulated cords, 
needle holder and flexible metallic needle as devised 
by Plank. An assistant to read the milliamperemeter 
and note the duration of each application, by clock, 
is essential to the proper control of the current. 

The local anesthetic employed in each case was a 
solution of Butyn ™% per cent with epinephrin, in- 
jected into the tissues to be destroyed, no topical 
application of any kind being used, and the anesthesia 
was instantaneous and sustained for several hours. 
Approximately two milligrams per tonsil was injected 
without systemic reaction of any kind being noted. 
The amount of tissues to be destroyed at one sitting 
is important. Small cryptic, imbedded, fragile tonsils 
or tonsillar remnants of previous operations, so difh- 
cult to dissect, are ideal for electro-coagulation. 
Hypertrophied tonsils are not as suitable for destruc- 
tion at one sitting, but can be done in two or more 
stages at intervals of three to four weeks, because the 
smaller the area to be destroyed the less current is 
required and the less reaction results and the mini- 
mum discomfort exists. The milliamperemeter is 
absolutely necessary for measuring the quantity ot 
current used. 

My experience shows that from 300 to 400 milli- 
amperemeters destroy tonsillar tissue, when applied 
from ten to thirty seconds each application, according 
to the density of the tissue. Duration of the applica- 
tion depending upon whether the tonsil was soft, 
fragile or fibrous and bound with adhesions such as 
remnants left from previous operations. This prac- 
tice, and the first insertion alone will tell. 

The character of the current is of utmost import- 
ance. The apparatus can be adjusted to deliver the 
same millampereage with different types of current. 
A coarse vibrating current may produce a greater 
invisible radiation affecting surrounding pillars, than 
a soft, smoothly adjusted current. While it would 
not destroy adjacent muscular structures, inflamma- 
tion is produced, which adds to the discomfort. 
Muscular tissue would be destroyed if the current 
exceeded 500 to 600 milliamperes, especially if its 
use was unduly prolonged. ‘The softest current that 
will deliver 300 to 400 milliamperes by careful ad- 
justment of the apparatus is most desired. 

The duration of the current can be best guaged by 
the appearance of the areola of coagulation about the 
inserted needle. A soft current needs a longer appli- 
cation of the same milliamperage than a coarse cur- 
rent, which coagulates quickly, sometimes too quickly 
for best control. It must be borne in mind that the 
current passes into the tissue from the needle in all 
directions, including the point, and one must exercise 
care and judgment in the insertion of the needle as to 
depth and direction. 

The depth of the tonsil must be estimated and at 
least one-eighth inch radiation allowed for in all 





November, 1924 


directions, including the tip, so that no damage be 
done to pillars or floor. The Plank needle is flex- 
ible and can be bent in the direction best suited to 
parallel the pillars, not point at or into them. On 
the average the needle need be inserted about one- 
quarter inch, and not in excess of one-half inch, to 
destroy small cryptic tonsils to the capsule, other 
sizes in proportion. 

Thus, with the proper equipment, the patient with 
tonsils anesthetized, seated in a non-metallic chair 
or auto-condensation seat, with a good light to reflect 
into the throat; a wood or fiber tongue depressor and 
the assistant ready to read the milliamperemeter and 
note the time; consideration having been given to 
size, depth and density of the tissue; the apparatus 
adjusted to deliver the milliamperage and character 


of current before mentioned, the operation is quickly 
performed. 


‘When the effects of the anesthesia have worn off, 
such pain and discomfort as may exist for the subse- 
quent twenty-four hours or so, can be cared for as 
with tonsillectomies. 

About the fourth or fifth day the sequestrum 
formed from the coagulated tissue partially liquefies 
and a fetid odor is noted from the necrosed tissue. 
This can be modified with antiseptic and deodorizing 
gargles. For this purpose a gargle called ‘Formula 
B” has been used by me, as an antiseptic, analgesic 
and deodorant, with complete satisfaction. 

Under no circumstance should the slough be 
forcibly removed or quantities of coarse food be taken 
during this period, as it will cause bleeding. When 
the slough separates it can be gently wiped out. The 
fossae should be cleared by the tenth or twelfth day 
and healing is complete within a few days thereafter, 
leaving the contour of the throat and pillars in 
normal condition, without deformity or adhesions. 
During the sloughing period the patient may resume 
his occupation with little discomfort. 

Quite different from tonsillectomy, should for any 
reason, small particles of tonsil tissue remain, it is a 
very small matter to dispose of them by electro- 
coagulation, without trouble to the operator or loss 
of time or expense to the patient. The removal of 
small particles of tissue cause little or no reaction and 
need no subsequent attention. 

For the patient with systemic disease due to focal 
infection with suspicion directed to tonsils having no 
visible evidences of infection where one is hesitant to 
incur unnecessary expense, electro-coagulation can 
be recommended as an easy, economic method of dis- 
posing of a possible cause with the least amount of 
stress upon the already diseased burdened system. 

I venture to conclude that electro-coagulation of 
tonsils will find its place, when methods of operation 
and apparatus will have become standardized, for 
selected cases as herein mentioned. 

177 Post Street. 


DISCUSSION 


Dr. Cullen F. Welty, M.D. (210 Post Street, San 
Francisco)—I am very much interested in what Dr. 
Carlton has to say regarding removal of the tonsil 
by high frequency current. ; 

In the first place I have never used this procedure 
for the simple reason that it is so much easier for 
the patient as well as for the surgeon to remove them 
in a different way. To my notion there might be 
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some excuse for removing a piece of tonsil left at 
a previous operation, in this way. 

However, the high frequency current operates best 
in new growths; that is the new growth is not so 
resistant to the current as the normal tissue. In 
other words, the new growth will be destroyed and 
the normal tissue will remain. I have demonstrated 
this repeatedly in the removal of carcinoma of the lip 
as well as carcinomata about the face. 


Francis L. Rogers, M. D. (Markwell Building, Long 
Beach)—This paper of Dr. Carlton is interesting in its 
detail and it seems to me timely; also as it has quite - 
ably brought to our attention a method of treatment 
of tonsils which I believe should receive the unquaii- 
fied disapproval of this section. 

Electro-coagulation is none other than a chemical 
burn. It produces molecular stasis and death in the 
tissue to which it is applied. The dead part is not 
removed but is left to become absorbed or slough 
out. To use this method skillfully, i. e., destroying 
only the tonsil tissue without injuring other parts, 
I believe requires as great or greater skill than other 
well recognized and more surgical methods to tonsil 
removal. 

It is spectacular in that it carries the “no knife” 
idea to the patient, which is ample reason for its being 
adopted by quacks and cultists as something “so dit- 
ferent,’ when as a matter of fact it is, in unskilled 
hands, simply another form of bungling surgery. 
The electro-coagulation wound becomes foul because 
of the slow decay and sloughing of the tissues ana 
takes longer to heal than a like sized wound made 
by knife or snare. The adjacent tissue is often de- 
vitalized in some degree and occasionally deep burns 
are produced. The method is dangerous also because 
the current produces in some measure its own anes- 
thesia, and thereby the operator may be misled in the 
extent of tissue destruction he is producing. 

Personally I have no experience with this par- 
ticular method, but the cases I have seen have rarely 
shown an entire removal of the tonsils. I can scarcely 
conceive of a type of case where its use would be 
preferable to other quite as simple, more safe, and 
more surgical methods. I believe that practically all 
electrical treatment, including the x-ray, for tonsils 
have been quite generally disappointing in their results 
to the throat specialist, and this one | believe should 
receive our hearty condemnation. 


C. C. Stephenson, M. D. (812 Bank of Italy Build- 
ing, Los Angeles)—I am sorry Dr. Carlton did not 
mention in his paper the use of the electro-coagula- 
tion method in the management of that class of ton- 
sil infections where the crypts are filled with foul 
debris, complicated with enlarged glands (adenitis) 
in the lymphatic glands and sub-maxillary glands, as 
well as the mastoid glands. 

I had occasion this morning to remove the tonsils 
from a young Spanish woman that I believe to be 
about as nearly rotton as could be without an actual 
necrotic process already in evidence. The crypts in 
this case were filled with the foulest smelling debris 
that it has been my lot to ever see. 

To be sure, I feel that the electro-coagulation in a 
case like this, might not do the same work that the 
entire enucleation does. 

I was in hopes that the doctor would mention this 
class of cases, and I have presented this one with the 
idea of bringing out the point as to which is the best 
method to pursue in dealing with cases such as I 
have outlined. 


Dr. Carlton (closing)—In presenting my experi- 
ences with electro-coagulation I was prompted to do 
soon account of the extravagant claims and apparent 
lack of understanding of the consequences of at- 
tempting the use of the high frequency current as a 
destructive agent, without due deliberation and un- 
derstanding. 

I want to again emphasize that it is the anaesthetic 
that makes it painless, not the coagulation; the per- 
formance of the operation may be harmless and blood- 
less, but the after results may not be. Caution and 
understanding are urged before attempting its use; to 
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trifle with it, without the necessary knowledge, is 
dangerous. 

I had hoped that someone who had made use of 
this method could contribute his experiences, for lit- 
tle seems ‘to be known about it from actual experience. 
I have set down such procedure as I know to be safe 
from actual experience so that others might have 
something to guide them, should they see fit to try for 
themselves. 

With regard to the simplicity of the procedure as 
mentioned by Dr. Welty, nothing is simpler than the 
insertion of the needle and pressing the switch, pro- 
vided, however, that all that is mentioned in my paper 
has been given consideration to produce the desired 
result. What is more seductive than the removal of 
tonsils with no knife, no hospital, no pain, no anxiety 
or distress from anaesthesia, no additional expense, 
no loss of time from work? 

Dr. Rogers’ remarks are an exemplification of the 
general opinion of those who have condemned electro- 
coagulation from hearsay. In answer to them, I[ 
would say, why condemn when we do not know? 
The section is essentially to learn of new methods as 
well as of old ones; old ones so frequently poorly 
used and always amenable to improvement. I do 
not advocate electro-coagulation as the successor of 
all known methods, merely a presentation of a few 
experiences to guide others and to urge the use of 
the high frequency by those who have qualified in 
electrotherapy and above all- competent to care for 
any post-operative contingency such as a throat spe- 
cialist should be able to do. 


GLIMPSES OF PAST MEDICAL SOCIAL 
SERVICE WORK AND ITS 
PRESENT STATUS * 


By PERCY T. MAGAN, M. D., Los Angeles 
Dean College of Medical Evangelists 


The twelfth and fourteenth chapters of the Book of 
Leviticus quaintly record the offering or “fee scales’” ap- 
plicable to rich and poor. 

Elisha went so far as to even refuse to receive from 
Naaman, the Syrian, the Captain of the Host, who was a 
leper, any compensation whatsoever for cleansing him of 
his leprosy. 

A great London divine once stated that the better part 
of a good sermon always came from the audience. 

The word “profession,” in its ancient and intrinsic 
meaning, carries the idea of the performance of a sacred 
and religious duty for the welfare of others, without 
money and without price. 

Every agency which will assist in helping the different 
stratas of society to understand each other, is a positive 
force for untold good. 


The beginnings of that unique relationship which 
exists between men and women of the medical and 
nursing professions and those ranks of society who, 
for various and sundry reasons, are blessed with but 
little of this world’s goods, lie buried far back in 
the crypts of the Temple of Time. I use the word 
“unique” because the shuttle of vital interchange 
between these two groups is rare indeed, to any 
great extent, at least, as between most other profes- 
sions and those in the humble and lowly walks of 
life. It is seldom that.a great lawyer volunteers his 
services without money and without price to plead 
the cause of men who are altogether unable to 
recompense him for his time and effort. Not often 
is an architect called upon to give of his skill in as- 
sisting impecunious families to plan their homes in 
the most economical and artistic manner. It has even 
come to be that religious workers, in many instances, 
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may be divided into two classes—those who preach 
to the rich, and those who labor for the poor. The 
engineering profession makes its creations available 
to all, but to all at a price. On the other hand, in 
the healing vocations it is the greatest and most 
skilful practitioners, as well as those not so widely 
known, who donate a very large amount of time 
and strength to those from whom they never expect 
to receive a reward beyond heart gratitude for 
health restored. 


This spirit to spend and be spent, as already 
stated, had its birth in the dim dawn of history. 
The writings of the Hebrew Moses enjoined upon 
the priests, not only religious teaching, but the in- 
culcation of sanitary measures, personal hygiene, 
dietetics, preventive medicine, quarantine regula- 
tions, and therapeutics. The twelfth and fourteenth 
chapters of the Book of Leviticus quaintly record 
the offering or “fee scales” applicable to rich and 
poor. Thus, after confinement, a woman who could 
afford the same was to bring a lamb and a young 
pigeon or a turtle dove. If, on the other hand, pov- 
erty was her lot, the principles of the code of medi- 
cal social service governing us today were in force, 
and such an one was only required to bring two 
turtle doves or two young pigeons. In other words, 
the poor woman’s bill was discounted by one lamb. 
Again, when the well-to-do leper was cleansed of his 
leprosy, the offering or fee imposed upon him con- 
sisted of two he-lambs, one ewe lamb, three-tenths 
deals of fine flour mingled with oil, and one log of 
oil. But if the leper “be poor and cannot get so 
much,” then he was only to take one lamb and one- 
tenth deal of fine flour mingled with oil, and the 
log of oil, and two turtle doves, “such as he is able 
to get.” This reduction amounted to about 60 per 
cent discount from the regular scale. 


In later Bible days, the prophet Elisha went so 
far as to even refuse to receive from Naaman, the 
Syrian, the Captain of the Host, who was a leper, 
any compensation whatsoever for cleansing him 
from his leprosy. Evidently, the seer was endeavor- 
ing to win the idolatrous warrior from the silly 
therapeutics of the heathen cultists and quacks of 
his nation and time. Unfortunately, the beauty of 
the incident was marred by a lack of the social ser- 
vice spirit upon the part of the man, Gehazi, who 
seems to have been a rapacious and greedy medical 
student of cultist proclivities, who failed to catch 
his master’s spirit. This young man, like many 
of his twentieth century progeny, evidently got a 
greater reaction out of preying upon his patients 
than by praying for his patients. When the aged 
prophet’s back was turned he ran after the heathen 
prince and mulcted him of two talents of silver and 
two suits of clothes. For his rapacity the solemn de- 
cree was pronounced: “The leprosy, therefore, of 
Naanan shall cleave unto thee and unto thy seed 
forever.” ; 

In the days of the Roman Empire, both Tacitus, 
the great historian of his time, and Pliny the Elder 
paid tribute to the spirit of the early Christian 
Church in tenderly caring for the sick and afflicted 
among them without money and without price. In 
an age pregnant with luxury and vice, and of blase 
indifference to the needs of the unfortunate, these 
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traits of character were regarded as breathing the 
spirit of a new and better day. 


; Turning now to the rebirth of social service work 
in later times, the old Scotch adage applies: ‘Tis 
an ill wind that blows nobody good.” In the year 
1665, the city of London was devastated by a ter- 
rific scourge of fire. A monument marks the spot 
where the fatal spark gave the great conflagration 
its birth. If my memory serves me right, that spot 
in the quaint nomenclature of the streets of the 
ancient town was described as being “Pie corner, 
off Pudding lane, near Fish street.” The fiery 
visitation rid the city of the great plague which had 
been such a fearful scourge. Thousands of homes 
had been made desolate; mothers had been snatched 
from their infants and infants from their mothers, 
and untold numbers of fathers and breadwinners 
had been carried away by the doleful death carts, 
leaving their loved ones to fight life’s battles as best 
they might. 

The fire was a blessing in disguise, as its ravages 
destroyed thousands of plague-infected buildings, to- 
gether with the causative bacteria. But the fire left 
thousands homeless and in dire poverty. The glut- 
tonous maw of the flame had destroyed their little 
all. Homes, furnishings, clothing, and means of 
making a livelihood were gone. Soon misery, starva- 
tion, sickness and want were abroad in the land. 
The heart-rending picture of squalid misery was not 
lost on the members of the medical profession. Then 
it was that a resolution was passed by the College 
of Physicians that all members should donate their 


services to the poor altogether without compensa- 
tion. 


This sacrifice, great as it was, proved, however, 


insufficient. Medicines and supplies were needed. 
An appeal was made to the pharmacists of London, 
who at that time were organized into a guild known 
as Apothecaries Hall. The apothecaries, however, 
refused pointblank to donate either medicines or sup- 
plies, or to even lower the prices upon the same. 
The doctors met again and took up a fund from 
among themselves. Fifty-three of their number 
agreed to pay the sum of ten- pounds apiece per 
annum with which to purchase medicines for the 
poor. The records extant of this effort in medical 
social service are very meager. The most we know 
is that, during the first five years of the existence 
of the dispensary, twenty thousand prescriptions 
were given out. 

As far as the United States is concerned, to 
Philadelphia, in the year 1786, belongs the honor 
of having started the first dispensary in our land. 
To this very day the work is still carried on in In- 
dependent Square, in a building which was erected 
in 1801. In New York City, the New York dis- 
pensary was established in 1790, while the third 
dispensary in the country was the Boston dispen- 
sary founded in 1896 on Washington street, near 
the corner of Court street, on which the restaurant 
known as Thompson’s Spa now stands. The state- 
ment of the founders as setting forth the real spirit 
of their purpose is replete with interest: 

“Tt having been found by experience both in Eu- 
rope and in several of the capital towns in America 
that dispensaries for the medical relief of the poor 
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are the most useful among benevolent institutions, 
a number of gentlemen propose to establish a pub- 
lic dispensary in the town of Boston for the relief 
of the sick poor, which they presume will embrace 
the following advantages: 

“1. The sick, without being pained by a separa- 
tion from their families, may be attended and re- 
lieved in their own houses. 


“2. The sick can, in this way, be assisted at a 
less expense to the public than in a hospital. 


“3. Those who have seen better days may be 
comforted without being humiliated; and all the 
poor receive the benefits of a charity, the more re- 
fined as it is the more secret.” 


What the doctor’s office is to the wealthy and 
middle-class patient, the dispensary is to the poor 
man. This was noted by Oliver Wendell Holmes, 
in a report to the Boston dispensary in 1837, after 
he had been one of its district physicians, and urged 
the establishment of a clinic, saying: 


“A consulting room well attended is one of the 
most valuable schools for students, as well as prac- 
titioners of medicine, since many cases of disease 
may be seen within a limited time; and, being thus 
collected, may be compared with and illustrate each 
other. This is one of the legitimate ends of all 
medical charities.” 


In 1908, Sir William Osler, in his address at 
the opening of the new out-patient building of the 
Cardiff Hospital, said: 

“That an out-patient department is simply for 
the relief of the poor—the common idea—is to take 
an altogether too narrow view of its functions. .. . 
Of course, the first and most important function is 
the relief of the poor. . . . In acting as the train- 
ing school for the younger members of the profes- 
sion, the out-patient fulfils its second great func- 
tion. . . . With sufficient staff, there is no reason 
why just as careful notes should not be taken in 
these rooms as in the wards, and let me remind the 
younger physicians in the audience that some of the 
most brilliant reputations in the profession of this 
country have been built up upon the solid founda- 
tion of notes taken in out-patient departments. Let 
me urge you to make ample provision for our medi- 
cal students in the out-patient department, where 
they see the patients in their native state, so to 
speak, before they have been scoured and cleansed 
by the nurses in the ward.” (Note: For the his- 
torical matter relative to the fire of London and the 
quotations from Osler et al., see Davis and Warner 
“Dispensaries,” p. 3, et seq.) 

A great London divine once stated that the better 
part of a good sermon always came from the au- 
dience. In other words, the sympathy of the con- 
gregation was necessary if the preacher were to ac- 
complish the most good. There can be no question 
but that medical social service workers are possessed 
of the finest kind of audiences—audiences the very 
needs of which are bound to inspire magnificent 
desires to do the very best work possible under 
the circumstances. A rather thread-bare charge is 
abroad in the land at the present time that doctors 
and nurses have become altogether too professional. 
Exactly the opposite, however, is the truth. It may 
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be true that in the dealings of doctors and nurses 
with the poor and the ignorant that there has been 
too much of the highbrow and too much talk so 
scientific in its nature that these people cannot un- 
derstand it. Perhaps a recent definition of a scien- 
tific man applies; namely, “A person educated be- 
yond the limits of his intelligence.” But there never 
Was a time in the history of the world when so 
much real professional work upon the part of the 
medical and nursing professions was being done as 
at the present. For the word “profession,” in its 
ancient and intrinsic meaning, carries the idea of 
the performance of a sacred and religious duty for 
the welfare of others, without money and without 
price. No longer do the words of the lawyer en- 
gaged in a heated argument with the Judge rela- 
tive to the cause of the death of his client apply, 
“Your Honor, this man died without medical as- 
sistance or benefit of clergy.” 


Many years ago the commonwealths of the world 
decided that an ignorant population was a financial 
detriment. From a very early day it was decreed in 
this fair land that illiteracy must be abolished. It 
is equally true that we cannot afford waste and 
misery, especially disease which is the greatest cause 
of economic waste and suffering. The medical so- 
cial service worker solves the problems of the poor 
and unfortunate at and in the fountain head which 
is the home. She saves the community millions of 
dollars by teaching her clientele how to care for 
themselves in their homes instead of demanding hos- 
pitalization for every ailment, real or imaginary. 
This is a most important fact and one which is very 
often overlooked. Any work which is to stand and 
be of permanent value must be built up from the 
bottom. To solve the problems of sickness and 
want, and to solve them in the actual homes where 
they are found, is a fundamental and vital stone 
in the improvement and uplifting of the masses. 
The medical social service worker is the one who 
does this. 

Again, in these days of ferment and unrest, in 
these days when the old habits and customs of so- 
ciety are changing and liquefying in the great cruci- 
ble of time, every agency which will assist in help- 
ing the different stratas of society to understand 
each other, is a positive force for untold good. The 
world is filled with demagogues whose text in life 
is anything that will destroy the existing order 
which, poor though it may be, has been painfully 
constructed through many years of toil and work. 
In a most sympathetic and intimate manner the 
medical social service workers bring the educated 
and scientific stratas of society into the most kindly 
touch with their more unfortunate neighbors. 

1808 New Jersey Street. 


“Few professions require “more careful preparation by 
one who seeks to enter it than that of medicine. It has to 
deal with all thost subtle and mysterious influences upon 
which health and life depend, and requires not only a 
knowledge of the properties of vegetable and mineral sub- 
stances, but of the human body in all its complicated parts, 
and their relation to each other, as well as their influence 
upon the mind. The physician must be able to detect 
readily the presence of disease, and prescribe appropriate 
remedies for its removal.”—Harry E. Kelly of the Chicago 
bar (Federation Bulletin). 
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CLINICAL MANIFESTATIONS AND 
TREATMENT OF EPIDEMIC 
ENCEPHALITIS * 


By JOHN B. DOYLE, M. D. 
(From the Section on Neurology, Mayo Clinic, Rochester, Minnesota) 


Epidemic encephalitis is more protean in its manifesta- 
tions and consequences than was formerly appreciated. 

Bizarre neurologic pictures have been common since the 
advent of encephalitis. 

The treatment of acute and chronic types has been noto- 
riously unsuccessful. 

No dependable data of the efficiency of vaccine treat- 
ment in the more chronic types. 

Rosenow’s serum establishes a line of hopefulness for 
those acutely ill. 

It may be favorable and advisable to diminish by surgi- 


cal means the crippling hypertonicity in cases no longer 
progressive. 

This paper presented before the Utah Medical Associa- 
tion at the Annual Session, Logan, Utah, June 19, 1924. 


For authors and subjects quoted, see Cumulative Index 
A. M. A. 


Discussion by Foster J. Curtis, Salt Lake City, and the 
author. 


It is a truism that each patient who visits a phy- 
sician presents an individual problem, and that the 
accurate diagnosis of each patient’s trouble is feasi- 
ble only when the classification is sufficiently broad. 
The protean manifestations of epidemic encephalitis 
have rendered such grouping so difficult that it has 
become necessary to attempt to discover the greatest 
common factor in these cases. 


REPORTS OF CASES 


Case 1 (A391059)—A boy, age 10 years, was brought 
to the clinic May 9, 1922. His father said that he had 
been well and apparently normal until March, 1920, when 
he had an illness characterized by marked lethargy, double 
vision, and agitation. He improved slowly, and in April 
returned to school. He had to be taken out, however, on 
account of talkativeness and mischievousness. He took a 
diamond ring from the house and gave it away. Since 
then he had taken money, books, jewelry, and other things 
of no particular value to him. He had run away fre- 
quently, stayed out all night, and carried on in an irre- 
sponsible manner. His parents often found him asleep in 
church, or on the porch. 

The patient said he had heard voices in his left ear tell- 
ing him to do these things. His intelligence quotient was 
about 100. Neurologic examination was negative objec- 
tively. It soon became. necessary to place the boy in an in- 
stitution for the feeble-minded. He has improved consider- 
ably, but as yet has not been dismissed from observation. 


Comment — This case illustrates a type of en- 
cephalitis seen during the epidemic of the early 
months of 1920. The boy had the usual lethargy, 
diplopia, and motor restlessness. Changes in char- 
acter such as this boy displayed occur chiefly in chil- 
dren and adolescents. Peculiar mannerisms, impul- 
sive and compulsive acts, mendacity, irresponsibility, 
and kleptomania are a few of the acquired charac- 
teristics. Docile, obedient, studious individuals have 
become reprehensible scaliwags. Very recently a boy 
(A466548) was seen who had developed a mild 
Parkinson’s syndrome and diabetes insipidus, follow- 
ing a lethargic illness in 1920. Prior to that time 
he had been bright and studious. Since then he has 
been stupid and unable ta make progress in work at 
school. This child exhibited mental deterioration; 
the first one, moral perversion. 

The earlier epidemics were characterized by leth- 


* Read before the Utah State Medical Society, Logan, Utah, June 19 to 
21, 1924. 
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argy, and the disease became known as encephalitis 
lethargica. In more recent years, the frequent ab- 
sence of this feature led to the acceptance of the 
term “encephalitis epidemica.” Lethargy has been 
described in various diseases of the brain, such as 
neoplasm, abscess, hemorrhage, and hydrocephalus 
internus. However, until Economo described en- 
cephalitis lethargica in 1917, nothing quite like this 
entity had been observed. The persistence of the 
lethargy for months without the accepted evidences 
of increased intracranial pressure rule out this factor 
as the causative agent. The absence of toxic appear- 
ances and phenomena would seem to exclude the 
idea of a toxic agent. Probably the most acceptable 
and popular conception is that the lethargy is due 
to involvement of the central grey matter of the 
brain stem and of the substantia nigra. The leth- 
argy, when present, is rather typical. Although the 
patients seem in a deep sleep, they may be roused, 
and after a considerable latent period slowly re- 
spond in a normal manner and then return to their 
apparent stupor. 


Economo described three stages of the disease. In 
the first there were fever, delirium, and hypomania 
for one or more days. Then followed a variable 
period of a few days to many weeks, during which 
there was marked hyperactivity, often associated 
with insomnia, choreic or athetotic manifestations 
and myoclonus. Finally the patients lapsed into a 
lethargic state, during which there were palsies of 
the cranial nerves, associated with bulbar and cere- 
bellar symptoms. The exceedingly great variations, 
however, in the individual cases render this outline 
of little or no value. Many patients exhibited but 
one or two of the three stages; others presented a 
remarkable paucity of diagnostic data. 


Case 2 (A302316)—A man, age 29 years, came to the 
clinic January 10, 1920. One night in the latter part of 
December, 1919, he had been awakened by a severe frontal 
headache which persisted until the next morning. From 
that time until he came to the clinic, he slept only while 
under the influence of drugs. On the second day of the 
illness, diplopia appeared; on the fifth day, the right 
half of the face became paralyzed, and on the seventh 
day the left half was similarly affected. It had become 
necessary for him to push his food into the pharynx in 
order to swallow, and he had noticed difficulty in talking, 
due to weakness of the tongue. 


The patient was somewhat lethargic. There was a par- 
tial paralysis of both facial nerves and weakness of the 
lingual and faucial musculature. Responses of the facial 
muscles to electrical stimulation were diminished. The 
Wassermann reaction on the blood was negative. Spinal 
fluid examination revealed a negative Wassermann re- 
action, a negative Nonne, and one small lymphocyte. In 
other respects the general and neurologic examinations 
were negative. The diagnosis was polio-encephalitis in- 
ferior of indeterminate type. 

April 4, 1924, the patient returned to the clinic. He had 
had transitory diplopia for two or three weeks after his 
departure from the clinic in 1920. The dysarthria and 
dysphagia had cleared up in three months, while the facial 
paralysis had diminished for six months. He complained, 
however, that he had become progressively slower men- 
tally and physically, and finally had had to sell out his 
business. During the summer of 1920 the insomnia had 
reappeared, and he had noted a progressively increasing 
rigidity of the hands and also a tremor. There was a sug- 
gestion of a mask-like facies and evidence of partial, 
faulty regeneration of both seventh nerves. The gait and 
attitude were typically parkinsonian. The usual hyper- 
tonicity, diminution in speed of the skeletal muscles, and 
tremor in the hands, at rest, were exhibited. The diag- 
nosis was epidemic encephalitis. 
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Comment—This man came to Rochester early in 
the first real epidemic, and while it was felt that he 
was suffering from an infectious process, the exact 
nature of his complaint was undetermined. The his- 
tory of insomnia and diplopia, and the suggestion of 
lethargy on the occasion of his first examination, in 
the light of present knowledge, would have been 
sufficient to establish the diagnosis. Even in the very 
early cases, insomnia frequently appeared as one of 
the striking symptoms in place of its direct antithe- 
sis, lethargy. In some cases there were combinations 
of the two symptoms, the patient being unable to 
sleep at night, and somnolent during the day. This 
is a typical inversion of sleep rhythm. 

Fever, when present, does not conform to any 
particular type. It tends to be low and rarely ex- 
ceeds 101 degrees. Some of the patients have had 
hyperpyrexia as high as 104 or 105 degreés F., while 
many of the patients have been afebrile throughout 
their entire illness. Of all signs, those afforded by 
disturbance of functions of the eye muscles have 
probably been of the greatest value. Not infre- 
quently this dysfunction is evidenced by transient 
blurring of vision, due to paresis of accommodation 
of almost imperceptible diplopia. More marked dis- 
turbances, such as ptosis, difficulty in looking up 
and down, loss of the power of convergence, and 
paresis of the external rectus, leading to an homony- 
mous diplopia, are not at all rare. The pupillary re- 
flex is often disturbed in its reaction to light and on 
convergence. Some of the patients have complete in- 
ternal ophthalmoplegia; others, a moderate diminu- 
tion in reaction to light and on convergence, while a 
small number present typical pictures of the classical 
Argyll-Robertson pupil. Paralytic lesions of the re- 
maining cranial nerves are at times observed, but do 
not constitute a fair proportion of all cases. These 
are represented by facial palsies, paresis of the fau- 
cial musculature resulting in dysphagia, lesions of 
the vagus with disturbances of cardiac and respira- 
tory rhythm, and finally paresis of one-half or all of 
the tongue. A few cases were seen in which there 
was edema and swelling of the optic discs. 


In most instances the cranial nerve palsy was in- 
complete and transient. Among the patients who 
developed a parkinsonian syndrome later, the paresis 
of accommodation and the difficulty in converging 
the eyes and looking upward often persisted. 


Case 3 (A456087) —An unmarried woman, age 26 
years, a nurse, came to the clinic February 20, 1924, com- 
plaining of nervousness, and spells in which her eyes be- 
came fixed. She had always been nervous and had had 
migraine for many years. While on night duty in the 
early part of 1920, she had nursed a case of lethargic en- 
cephalitis. Soon after this she began to see double, to have 
a slight fever, to be wakeful, and to feel exhausted. These 
symptoms persisted for one week; she then became drowsy 
and slept most of the time for the next two weeks. On 
return to work she complained of too ready fatigue and 
of drowsiness. She managed to continue at her work until 
January, 1922, when she became unstrung. A rest of four 
months permitted her to returfi to graduate in May, 1922. 
For two years prior to examination she had slept fourteen 
hours daily. Her movements during that interval had been 
growing slower and her hands had become tremulous. 
Several times daily for one and one-half years her eyes 
had suddenly turned upward and become fixed in that 
position for periods varying from a few minutes to several 
hours. Although she was able to move her eyes during 
these seizures, the movements could not be sustained. 

The patient was well developed and nourished. She 
presented a rather marked mask-like facies, held her arms 
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and hands in a fixed position while sitting and walking, 
spoke in a monotone and drooled. There was moderate 
hypertonia, more marked in the upper extremities, par- 
ticularly on th¢ left side, with corresponding diminution 
in speed. There were static and movement tremors of 
the hands. Passive movement of the arms elicited the 
cog-wheel phenomenon. Vision of the right eye was 6/10 
and of the left 6/12; the visual fields and fundi were 
negative. No nystagmoid movements or ocular palsies 
could be elicited. Physical examination showed enlarged 
tonsils containing fluid pus. The Wassermann reaction 
on the blood was negative. 


Comment—Similar cases have been somewhat un- 
usual. They may have their counterparts in disturb- 
ances of the facial, sternocleidomastoid and allied 
muscles which have resulted in spasms and tic-like 
lesions which do not conform to the ordinary con- 
ceptions of facial tic or spasmodic torticollis. The 
development and persistence of the striatal syndrome 
has been coincident in most cases with the appear- 
ance of other troublesome sequelae. Trismus, deaf- 
ness, and vertigo have been seen in individual cases, 
but are too uncommon to have any value from a 
diagnostic standpoint. In the more recent epidemics 
there has occasionally been relatively early develop- 
ment of rigidity of all extremities, the first step 
in the development of the parkinsonian syndrome. 
When well developed, this syndrome becames a da- 
plicate of paralysis agitans. There is the characteris- 
tic mask-like, greasy facies, the drooling, the tremor 
on light closure of the eyelids, the stiff back, the 
stoop and the festinating gait in which the patient 
holds his arms rigidly by his side and tends to walk 
on his toes. Some of the patients for days at a time, 
constantly repeat a certain movement (forced move- 
ments) ; others talk unceasingly for hours and days; 
while still others exhibit a flight of ideas, and even 
mania. The delirium is generally of the occupa- 
tional type, but differs from that of delirium tre- 
mens in that tremor is absent. Echolalia has been 
the predominating type of reaction in some patients. 
Pyramidal tract signs are uncommon, and generally 
of short duration. Insomnia and disturbance of the 
rhythm of sleep for variable periods are often the 
only facts that can be obtained to explain the origin, 
and to allocate the onset of a chronic progressive 
type of encephalitis. 

Case 4 (A409950)—A man, age 56 years, came to the 
clinic November 9, 1922, complaining of constant move- 
ments of his tongue, lips, and jaw. In 1918 he had had 
influenza and was confined to bed for four weeks. He was 
delirious for one day early in the illness. One week later 
he had become drowsy and had remained so. He could 
sleep anywhere at any time, and had averaged fourteen 
hours of sleep each night. Six months before coming to 
the clinic, he had awakened one morning and discovered 
that his tongue was moving up and down, and that his 
lips and lower jaw were moving in an interrupted but 
rhythmic manner. Although there had been no associated 
pain, he had had much trouble in eating, drinking, swal- 


lowing, and speaking. He had drooled saliva from the 
onset. 

On examination, the patient had a typical parkinsonian 
gait and appearance, anduwas drooling saliva. His jaws, 
lips, and tongue were in almost constant rhythmic move- 
ment up and down. There was the usual difficulty in 
elevating the eyebrows, and a generalized loss of speed 
and increase in muscular tone. His condition has continued 
with little change to the present time. 


Comment—Bizarre neurologic pictures have been 
common since the advent of encephalitis. Persistent 
myoclonus, such as this patient presented, has been 
exceptional, but has occurred sufficiently often to 
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warrant attention. The excessive secretion of saliva 
in this case, and of tears and sebum cutaneum in 
parkinsonian cases, probably is the result of central 
irritation of the secretory fibers. Myoclonic move- 
ments of the extremities, the abdominal wall, the 
diaphragm, .the face, and the tongue are not un- 
usual. In some patients a definite rhythm has been 
maintained for considerable periods; in others, the 
movements have been very irregular in occurrence 
and severity and have been associated with pain. 


Case 5 (A431100)—A woman, age 60 years, came to 
the clinic June 27, 1923, complaining of pains in the back. 
She had been well until five months before, when she de- 
veloped a pain under the right breast which passed 
around dorsally, and which was associated with a mild 
fever for three weeks. During this period she felt ill and 
ate very little. Her side was strapped for the relief of the 
pain. Toward the end of the febrile period, she devel- 
oped severe pain over the anterior aspect of the right leg. 
Both of these pains continued with diminishing intensity 
for two months, when they were replaced by a pain in the 
lower lumbar and sacral region which came in attacks 
lasting from twenty to thirty minutes. Later the pain be- 
came associated with uncontrollable jerking of both lower 
extremities, the amplitude and forcefulness of which varied 
in direct proportion to the intensity of the pain. At times, 
the patient had to be held in bed. 

On examination the patient was emaciated, and had a . 
bed-sore over the sacrum. A roentgenogram of the lum- 
bar spine showed hypertrophic arthritis. There was mod- 
erate weakness of the glutei and psoas muscles, and some 
reduction of sensibility tactile, painful and thermal stimu- 
lation around the anus. One of the most striking features 
was the occurrence of fusilades of irregular, arhythmical, 
forceful, spasmodic jerkings of the muscles of both lower 
extremities and those around the hip-joint, consisting 
chiefly of flexion of the knees and contraction of the glutei, 
with alternate opening and closing of the anal fissure. 
Even more striking than this was a regular, rhythmical 
(80 each second), pulsating, to-and-fro movement of the 
abdominal muscles which was more marked on the right 
side and posteriorly, and which depressed the rib margin 
and elevated the umbilicus. Synchronously there was a 
pulsation of the ham-strings. There was, however, no 
synchronism between these movements and the pulse, the 
respiration, or the paroxysmal contractions of the lower 
extremities. The diganosis was encephalo-myelitis of the 
spinal myoclonic type. At the present time the pain and 
movement continue unabated. 


Comment—This patient incorporated rhythmic 
and arhythmic types of myoclonus, and pain. The 
case belongs in the epidemic group, in which the in- 
volvement was more than usually widespread, and 
the clinical condition was actually encephalo-myeli- 
tis. In a few of these cases there was loss of deep 
reflexes and difficulty with the urinary and anal 
sphincters. The sensory findings, although slight, 
are of tremendous interest. Objective evidence of 
this sort has been very rare, and in itself would jus- 
tify consideration of this case. 

Case 6 (A383125)—A man, age 35 years, came to the 
clinic February 2, 1922, complaining of persistent hiccup 
which had appeared suddenly nine or ten weeks previ- 
ously. At first it had occurred four or five times daily in 
series of three or four. Later it occurred every ten min- 
utes day and night, keeping the patient awake and in- 
capacitating him generally. He said the condition was dif- 
ferent from ordinary hiccup, in that it was more forcible, 
active, and persistent, and was preceded by a peculiar 
sensation behind the sternum. sts. 

The general and neurologic examinations were essen- 
tially negative. April 6, 1923, the patient wrote that he 
still hiccuped frequently, but that it was less troublesome 
than previously. 


Comment—The epidemic of the hiccup variant of 
encephalitis is over, but sporadic cases continue to 
appear. Several weeks ago, a typical case of acute 





November, 1924 


encephalitis of the epidemic form with hiccup was 
observed at the clinic. Rabbits injected intra-cere- 
brally with washings from the nasopharynx devel- 
oped spasms of the diaphragm. 

Respiratory disturbances have been reported 
(Parker) in considerable number. The main fea- 
tures of this syndrome are paroxysmal, forced, noisy 
respirations, breath-holding, and dyspnea in certain 
positions. 


Case 7 (A385852)—A boy, age 17 years, came to the 
clinic March 8, 1922, complaining of cough. He had been 
well until February, 1920, when he had influenza. During 
the remainder of 1920 he fatigued easily, was nervous, and 
slept as much as possible. In February, 1921, he devel- 
oped a cough which steadily grew more distressing. He 
always stood during attacks because he felt better. 

General physical and neurologic examinations were 
negative except for frequent paroxysms of respiratory dis- 
order. There were three phases to a paroxysm. He stood 
up and made twenty or thirty short coughing expirations 
with longer inspirations, which were interrupted by sev- 
eral long drawn out snuffles. Then followed a period of 
voluntary apnea during which the breath was held mid- 
way between inspiration and expiration, and the head was 
drawn over to the left and slightly backwards. The head 
then returned to the normal position, the patient’s face be- 
came flushed, he swayed and looked dazed, and then 
dropped to the couch exhausted. The patient finally be- 


came helpless. He was placed in an institution, where he 
died in March, 1924. 


Case 8 (A451962)—A girl, age 19 years, came to the 
clinic January 4, 1924, complaining of attacks of uncon- 
sciousness. She. had been well until January, 1923, when 
she suddenly developed fever, insomnia, irritability, and 
emotional instability. After a week the fever disappeared, 
but the other symptoms persisted and were definitely worse 
at night. During the spring she had much difficulty in 
falling asleep, and began to have what her relatives called 
hysterical attacks, during which she would stiffen out, hold 
her breath for a few seconds, and then breathe rapidly. 
Late in the summer the ‘attacks subsided, but she remained 
very irritable. In September, 1923, tonsillectomy was per- 
formed. All symptoms immediately grew worse and she 
began to have attacks, during which she would become 
rigid, hold her breath a few moments, and then make 
several rapid inspiratory efforts. At first these occurred 
from one to three times daily, but on admission they had 
been almost constantly repeated for two weeks. Three 
weeks before, she had begun to have spells of unconscious- 
ness of a few seconds’ duration at the end of the opneic 
period, and to fall to the floor if not supported. 

Physical and neurologic examinations were objectively 
negative, except that the patient was almost constantly 
repeating a peculiar respiratory cycle. She would begin to 
take increasingly frequent and deep inspirations, and after 
from seven to ten would hold her breath for thirty or forty 
seconds, allowing a small amount of air to escape so that 
a wheezing noise was produced. During this time she had 
an anxious expression, became cyanosed, and lost conscious- 
ness for.three or four seconds, 


Comment—The prognosis for patients with this 
syndrome is very grave. 

The findings obtained on examination of the cere- 
brospinal fluid of patients suffering with epidemic 
encephalitis are relatively few. Occasionally, the 
pressure is somewhat increased. As a rule, the cell 
count is less than 100 and the predominant type of 
cell is the lymphocyte. The total albumin and the 
sugar content are elevated in a few instances. 


TREATMENT 


The treatment of acute and chronic types of epi- 
demic encephalitis has been notoriously unsuccessful, 
as is attested by the vast number of remedies that 
have been suggested, used, and then discarded. Hoff 
has summarized the various methods of treatment 
employed in the Clinic for Psychiatry and Neurology 
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of the University of Vienna. One of the first meth- 
ods used was that of intravenous injection of 10 cc. 
of a 10 per cent solution of urotropin. This was 
found to be worthless from a therapeutic standpoint. 
The use of a 50 per cent solution of sodium iodid 
intravenously seemed to be of some value in the 
myoclonic forms of the disorder, but did not prevent 
the development of chronic progressive states. In a 
fair proportion of the acute cases the patients seemed 
to be benefited by intravenous injections of sodium 
iodid and typhoid vaccine; in fact, typhoid vaccine 


.alone apparently produced considerable improv- 


ment in the lethargic forms of the disease. Vacci- 
neurin, a combination of the autolysins of Bacillus 
prodigiosus and staphylococcus gave very satisfac- 
tory results in acute cases, but was of no value in 
chronic ones. The amount of improvement obtained 
in late cases following the injection of sodium cac- 
odylate in doses of 0.5 to 2 cc. of a 50 per cent solu- 
tion was scarcely perceptible. 


Intraspinal injection of the serum of convalescent 
patients has been advised. Later the use of fluid 
extract of gelesemium and hyoscine for the parkin- 
sonian types of disturbance was strongly recom- 
mended. Hot packs have seemed to be of value in 
some of the afebrile or nearly afebrile cases. 


In 1919, Rosenow began his study of the etiology 
of epidemic encephalitis. With a somewhat peculiar 
streptococcus isolated from infected tonsils, teeth, 
and naso-pharynx he succeeded in producing typical 
symptoms and lesions of encephalitis in animals. 
Although the various strains isolated were of low 
virulence, they had considerable antigenic power. 
Rabbits were successfully immunized following the 
injection of homologous and certain heterogenous 
strains. On the basis of these determinations, treat- 
ment by active immunization (vaccine) has been 
tried in the more chronic types of the disease, with 
a view to preventing recurrences and sequelae. No 
dependable data are available concerning the effi- 
cacy of treatment by vaccine. On the basis of let- 
ters received from patients and their family physi- 
cians, apparently little can be expected. Serum ob- 
tained from horses, immunized by repeated injec- 
tions of increasing doses of four strains of this strep- 
tococcus, has been used in the treatment of a con- 
siderable number of patients acutely ill. The patient 
is first desensitized and then given an injection in- 
tramuscularly, preferably soon after withdrawal of 
cerebrospinal fluid. Subsequently, injections of from 
10 to 40 cc. are given intravenously, intraspinally 
or intramuscularly, provided no reaction develops 
after the first injection. The injections may be con- 
tinued for from five to eight days. If no good effects 
have been noted after third or fourth injection, 
however, the treatment should be discontinued. 

Of 130 patients treated by Rosenow, eighty-five 
improved and forty-three showed no change. The 
symptoms were aggravated following the injection 
of horse serum in two acute cases. Unfortunately, 
serum has not always been effective in preventing 
the development of the deplorable late manifesta- 
tions. , 

Recently, Royle working in Sydney, Australia, 
performed a series of experiments on goats to deter- 
mine the function of the sympathetic fibers supply- 
ing the voluntary muscles, and whether that func- 
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tion had any relationship to the abnormal muscular 
condition met with in spastic paralysis. He suggests 
that the removal of the influence of the sympathetic 
innervation may be of value in certain cases in which 
disability has resulted from lesions of the corpus 
striatum, and from disturbance of the upper motor 
neurone. Hunter is convinced that the relationship 
of sympathetic innervation of voluntary muscle to 
muscular tone has been conclusively proved. 


Sufficient corroborative work has been done to 
prove that these ideas are tenable—at least in part. 
If, as seems probable, the rigidity in the parkin- 
sonian types of encephalitis is due to impulses travel- 
ing over the sympathetic system, it may be feasi- 
ble and advisable to diminish, by surgical means, 
the crippling hypertonicity in cases no longer pro- 
gressive. 


DISCUSSION 


Foster J. Curtis, M. D. (Boston Building, Salt Lake 
City, Utah)—Dr. Doyle should be congratulated for cover- 
ing so wide a field in so concise a manner. The cases he 
has chosen to discuss emphasize the points he wished to 
bring out. How well he has shown the necessity of accu- 
rate history, as well as a painstaking physical and neuro- 
logical examination, for, although a typical case is recog- 
nizable at a glance, the diagnosis of an atypical case is so 
difficult it is often missed. 


In most of the cases I have observed in this section the 
following emotional reactions have been noted particu- 
larly: child-like irritability, sensitiveness, crying easily pro- 
duced, mild depressions, although hopeful for a favorable 
outcome. They are rather easily influenced by their en- 


vironment. Symptoms -ascribed to an anxiety neurosis are 
not uncommon. 


A great majority of these patients do not seem to lose 
any of their knowledge acquired previous to onset, but 
often it seems difficult and occasionally impossible to fur- 
ther increase their knowledge after the disease has been 
contracted. 


The apparent difficulty with which certain voluntary 
movements or motions are initiated is of great interest, 
inasmuch as these same motions may be performed with 
comparative ease when once inaugurated. 

While it is a common belief that the disease is incur- 

able, it is the duty of the physician to do all in his power 
to make the patient as comfortable as possible. A subtle 
reassuring word combined with pleasant environment will 
produce a gratifying improvement in many of the emo- 
tional symptoms. 
_ Supervision is desirable, especially in the younger pa- 
tients, to guard against sexual abuses. Suicidal tendencies 
are not as common as would be expected, but are some- 
times noted. 

Although there is no efficient specific treatment at this 
time, let us hope that one will be found when the etiology 
and pathology of the disease is more clearly understood. 
1 have noted temporary beneficial results from the hyper- 
dermic injection of hvoscine continued over a period ot 
months, although I do not expect permanent relief from 
this medication. In some patients this drug produces no 
apparent effects, while in others the hypnotic effect seemed 
too pronounced. 

For some time to come epidemic encephalitis will con- 
tinue to be a fertile field for investigation. 


Doctor Doyle (closing) —The research prompted by 
the ravages of encephalitis epidemica will result in con- 
tributions not only to our knowledge of this disease, but 
to a better understanding of the anatomy and physiology 
of the brain. The poor reparative power of the central 
nervous system precludes the possibility of therapeutic re- 
sults in encephalitis once the disease has established itself. 
The only hope of these patients lies in the early recogni- 
tion of the condition, and institution at once of specific 
therapy. At present, however, specific therapy is not to be 
compared in efficacy with Flexner’s serum for the epidemic 
form of meningitis. In fairness, it must be said that the 
fault may lie rather in the site of pathology than in the 
lack of specificity. 
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CYSTS OF THE PROSTATE AND 
URETHRA* 


By MILEY B. WESSON, San Francisco 


Cysts of the prostate and urethra are not as rare 
as text books would have us believe. The first case 
of a cyst of the prostate was reported by Morgagni, 
who found it at autopsy in 1742. Modern patholo- 
gists never find these lesions, since they cursorily pass 
over the prostate and neck of the bladder in their 
routine examinations and go into great detail in de- 
scribing the spleen, etc. Clinicians have reported iso- 
lated cases. These attracted little attention till 
Young in 1921 collected from the literature five cases 
of cysts of the prostate, added five from the Brady 
Urological Clinic and called the attention of the 
medical profession to this pathological entity and its 
treatment. 

In this paper a thorough review of the literature 
has been made in an attempt to ascertain why lesions 
which have been seen by most urologists have not 
been correctly diagnosed and accorded proper text- 
book recognition; fifty-four case reports (including 
twenty-nine cases of cysts of the prostate) have been 
digested and assembled in tables, and four new and 
dissimilar cases of cysts of the prostate are briefly 
reported. 


Following the invention of the simple endoscopes 

a confused nomenclature appeared, which Burckhardt 
in 1906 attempted to simplify by discarding the- 
bizarre descriptions and classifying benign tumors of 
the urethra into: (1) fibromas, (2) myomas, (3) 
cysts and (4) polyps. The word polyp he used 
purely as a generic term, because of its freedom from 
histological significance, to cover the entire group of 
benign pedunculated or sessile intraurethral prolif- 
erations not included in the other groups. Hence, it 
became a “catch-all” term covering practically all 
excrescences about the vesical orifice. Randall in 
1913, by his careful histological studies, described a 
definite entity as a polyp. These are not common, as 
his nine cases represented the total of one year’s 
observation in one of our largest and most active 
endoscopic clinics. Without histological sections it 
is often impossible to differentiate them from the 
inflammatory tags seen about the vesical orifice in 
most cases of posterior urethritis. Two years later 
Pelouze removed from the group the lymphe-cystic 
lesions which he thinks are neither polyps nor cysts, 
but are evidences of constitutional tuberculosis and 
should not be subject to local treatment. However, a 
perusal of the current literature shows that these two 
lesions are commonly confused with cysts. 


Cysts of the urethra and. prostate are generally 
grouped as follows: (1) echinococcus cyst, (2) 
cysts in connection with cancer of the prostate, (3) 
Cowper’s gland cysts, (4) Littres’ gland cysts, (5) 
cystic adenoma, 6) cystic dilatation of the utricle and 
ejaculatory ducts, and (7) retention cysts. 


Cysts may be congenital or acquired. The ac- 
quired cysts are due either to a compression of the 
gland ducts, with consequent dilatations and filling 

* Abstract of paper read before the Urological Section 


at the Fifty-third Annual Session of the California Medi- 
cal Association, Los Angeles, May 13, 1924. 
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with liquid or semi-solid substance, or to a vicarious 
development of mucous glands. The majority of the 
pedunculated cysts of the vesical orifice undoubtedly 
originate in the subtrigonal glands. 


In children who do not void until the second or 
third day, a few drops of a yellowish mucoid sub- 
stance preceding the appearance of the urine is 
pathognomic of a cyst of the utricle, which has rup- 
tured spontaneously or by instrumentation. 


There are no characteristic signs in the adult, the 
symptoms ranging from those of posterior urethritis 
to the urinary obstruction secondary to prostatic 
hypertrophy. Retention in a man less than 50 years 
of age, that is of sudden onset and is relieved by the 
passage of a sound or catheter, is indicative of a cyst. 
Most often there is frequent micturition, dysuria and 
difficulty which increases with the act and eventually 
results in acute retention. Polyps give similar but 
more pronounced symptoms, because they are of 
firmer consistency. Prostatic cysts lying against 
Denonvillers’ fascia may interfere with defecation 
and cause hemorrhoids. 


The cysts of the female meatus, presenting in the 
vulva and causing complete retention, are hard to 
diagnose, as they simulate a prolapse of the bladder 
or an intestinal hernia. 

There is no difficulty in recognizing the intra- 
vesical pedunculated cysts with thin walls, since they 
are translucent through a cystoscope, if the light is 
behind the tumor. Those with thick walls simulate 
an Albarran’s lobe, and in the past have seldom been 
recognized till a prostatectomy was attempted. 


The so-called small cysts at the vesical orifice, 
which explode so spectacularly when fulgurated, are 
not true cysts but are lymphoid bodies that have 
undergone a cystic change and which Pelouze states 
should not be treated locally, since they recur in six 
to eight weeks. He described them as small, slightly 
pedunculated masses of tissue of a pearly white color 
with minute blood vessels traversing their surface. 
Apparently they are solid masses of tissue which 
undergo a cystic change and when ruptured exude 
a white substance. This description fits most of the 
polyps in the recent literature. 

Cyst of the prostate may be ruptured by vigorous 
prostatic massage. Instrumentation will often punc- 
ture a cyst at the vesical orifice with the immediate 
alleviation of all symptoms, but in time the collapsed 
sac will refill. 

Suprapubic and perineal operations have been re- 
sorted to in cases where the nature of the tumor was 
not recognized or its removal was secondary to a 
prostatectomy. In ordinary cases this method is too 
radical. The same objection holds for the galvano- 
cautery or Bottini operation. 

Intraurethral manipulation is the method of 
choice. By means of a cystoscopic ronguer, the cyst 
can be removed unruptured. Cysts have been per- 
manently destroyed by means of the Nitze cautery 
at one office treatment without the use of even a local 
anesthetic and with no discomfort to the patient. 
With a cold snare the pedunculated tumors can be 
easily removed, but the base is left undestroyed, and 
there is danger of a hemorrhage. The simplest and 
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most popular method is by means of the fulguration 
electrode. Mere perforations of the cyst and the 
emptying of its contents are not sufficient. ‘The sac 
must be destroyed and the base well fulgurated. 
Otherwise there will be agglutination of the perfora- 
tion and a reaccumulation of the fluid, giving the 
cyst the appearance of a somewhat collapsed sac. The 
patients in whom the cysts have been radically re- 
moved or completely destroyed have had no return 
of the tumors. 


1275 Flood Building. 


THE JUDGE CAVERLY DECISION 


Of the many editorials upon Judge Caverly’s de- 
cision in the Loeb-Leopold murder case that came 
to every editor’s desk, that of the North American 
is most interesting. We quote that part of this 
editorial specifically of interest to physicians. The 
same general conclusion is featured in most of the 
editorials from the better class of newspapers. 


“That part of the judge’s decision which has met the 
widest approbation, perhaps, was his emphatic rejection 
of the mass of pseudo-scientific testimony of this nature 
produced for the defense by a group of $250-a-day alien- 
ists and psychoanalysts. ‘It is,’ he said, ‘beyond the prov- 
ince of this court, as it is beyond the capacity of human 
science in its present state of development, to predicate 
ultimate responsibility for human acts. Similar analyses 
made of other persons accused of crime would probably 
reveal similar or different abnormalities. The value of 
such tests seems to lie in their applicability to crime and 
criminals in general. Judgment in the present case cannot 
be affected thereby.’ 


“This statement is obviously sound. There is no law- 
breaker so sordid, no criminal so depraved that his re- 
sponsibility could not be dissipated by acceptance of the 
misty theories which trace every human act into the re- 
mote past, pretend to explore the uttermost recesses of the 
human soul and becloud the evidence of acts with ab- 
struse speculations upon predestination and free will in 
the realm of crime. Once such reasoning is admitted as a 
factor in the administration of justice, the doctrine of legal 
responsibility collapses. If carefully planned murder is to 
be mitigated in the eyes of the law as an unavoidable 
result of childhood inhibitions, adolescent dreams and lack 
of emotional control, why not the peculations of the ab- 
sconder, the violence of the prowling footpad and the 
activities of the bootlegger? 

“But inexorable logic requires deductions still more ab- 
surd. Grant the premises of the experts, and one is led to 
the conclusion that the arch-criminal, for whom there is 
no extenuation, is the man who kills another in the heat 
of sudden anger, from motives of revenge or in retalia- 
tion for real or fancied wrong; mercy is to be reserved 
for him who slays without cause and with long premedita- 
tion, and who can demonstrate that he is a criminal by 
choice and life-long inclination instead of through stress of 
untoward circumstance. His reliance is not to be on wit- 
nesses to his previous good character, but on witnesses to 
his innate depravity. 

“Nothing in the procedure in our judgment, was more 
deplorable than the spectacle of the experts delivering their 
high-priced opinions to a skeptical court, and we can think 
of no greater disservice to a noble profession. It would be 
well, we think, for the societies which are the custodians 
of the honor of medicine and the kindred sciences to move 
for a general reafhirmation of the Hippocratic oath and 
its lofty requirements.” 


nena — — 
“I have known mothers who were college graduates 
to put urine in children’s ears for pain. I have known 
fathers who were high school graduates to put warm 
cow dung on open wounds, while I was at home 
thinking that I was the doctor in the case,” says J. E. 
Dildy, M. D., in Texas State Journal Medicine. 
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WHO MAY TREAT PATIENTS IN A HOSPI- 
TAL APPROVED AS AN AGENCY OF 
SCIENTIFIC MEDICINE? 


“Hospitals” are of many kinds for man and ani- 
mals. There are those also for old shoes, furniture, 
and other inanimate objects. There are “doctors” 
of more kinds than there are “hospitals.” Obviously 
the hospitals that physicians are interested in are 
those that serve as the agencies of scientific medicine. 
There are several varieties of these and there are 
several grades, from those that serve best to those 
that have little worthy excuse for existence. 


Any hospital that purports to serve sick people 
certainly should fulfill certain fundamental require- 
ments. These have been listed and discussed many 
times. One of the most important fundamental re- 
quirements of any hospital that claims to be an 
agency of scientific medicine is that it shall be open 
only to those physicians adequately educated in the 
fundamental medical sciences. 

The test of such education is expressed in prac- 
tically all civilized countries by the academic degrees 
of Doctor of Medicine and Bachelor of Medicine 
awarded by a worthwhile institution of learning. 
Such schools now require not less than seven years’ 
work of college grade, and some of them even as 
much as ten years. Formerly the requirement for 


the M. D. degree, and for other academic degrees 


as well, was somewhat less rigid, and certain special 
allowances in conferring rights and privileges in the 
practice of medicine quite properly take these facts 
into consideration for physicians who graduated 
some years ago. 

The political right (license) to practice medicine 
in most states is also based primarily upon this same 
educational requirement. In several states, of which 
California is one, the political right (license) to 
practice medicine recognizes this educational basis 
for license by one of its boards, but the law also 
authorizes other groups to practice with similar rights 
and privileges of the first board without anything 
like the same rigid educational requirements. 

The lines of cleavage between those licensed upon 
a basis of adequate-education (Doctors of Medicine) 
and the other groups are quite properly very wide 
apart. They cannot now and never will be brought 
closer together. The cleavage not only applies in 
the personal relation between the doctor and his pa- 
tients, but it extends into every specialty and agency 
of scientific medicine. 

If the state legalizes the inadequately educated to 
practice medicine, it ought to be logical enough to 
provide them with inadequately educated nurses, 
laboratory workers, hospitals and other substandard 
facilities they require to work with. From a pro- 
fessional standpoint, educated physicians have not 
and do not now oppose such steps. They do not 
object (as physicians) to osteopaths, chiropractors 
or any of the many other inadequately educated 
“doctors” having their own hospitals, clinics, nurses, 
x-ray and clinical laboratories, or whatever else they 
require. 
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What educated, ethical physicians do object to, 
and what they will not permit, are attempts to force 
them to recognize and connubiate, either directly 
with inadequately or freakishly educated “doctors,” 
persons and groups, or indirectly through hospitals 
and other agencies of medicine. This is the reason 
why no educated, ethical physician will recognize 
in any way any practitioner whose license is not 
based upon education at least equal to that expressed 
in the M. D. degree from a good school. 

This is also the chief reason why no such 
ethical physician will treat the sick in a hos- 
pital with less strict requirements for all doc- 
tors privileged to use any of its facilities. 
Certain groups of inadequately educated “doctors” 
who have gained the political privileges to license 
themselves to practice medicine by legislative enact- 
ment or vote of the people of California and other 
states, instead of by education, as other physicians 
have done, now demand to be associated with and 
share upon equal terms with educated physicians the 
nurses, hospitals and other agencies of scientific medi- 
cine. 

This the public may rest assured they will not 
succeed in doing. Any community can have as 
many varieties of hospitals as it wants, but the 
self-respecting, educated, ethical physician will 
patronize only those operated exclusively as 
agencies of scientific medicine under education 
and ethics in no essential or particular different 
from those governing the activities of physi- 
cians. 

All worthwhile national, special, state and local 
physicians, nurses, hospitals and other organizations 
are on record on the subject. Their actions are re- 
flected widely in state laws, particularly as hospitals 
touch medical, nursing and other phases of approved 
education for those who serve in the broad field of 
medicine and health. 

The important action of the American Medical 
Association on the point is provided in the following 
ruling passed by the Council on Medical Education 
and Hospitals, March 4, 1923: 

“In order to receive and retain a position among hos- 
pitals approved for the training of interns, a hospital 
should admit to its staff only reputable physicians who 
obtained their medical training in, and secured the degree 
of Doctor of Medicine from, a medical school determined as 
acceptable by the Council on Medical Education and Hos- 
pitals of the American Medical Association. This ruling 
must be enforced for every person permitted to treat the 
sick in the hospital or in any of its departments, except by 
nurses, masseurs or other like assistants when acting 
under the orders of a physician on the regular staff of 
the hospital. Wherever a hospital, by legislative enactment 
or otherwise, is required to admit practitioners other than 
graduates of reputable medical schools, then these shall be 
in a building or buildings entirely separate from and in 
no way connected with the hospital other than through 
the non-professional services.” 

POSITION OF THE AMERICAN COLLEGE 
OF SURGEONS 


In a letter, Doctor M. T. MacEachern, director 
of hospital activities of the College of Surgeons, 
takes the commendable stand that: 

“Every hospital surveyed is required to hand in a roster 
of names of doctors privileged to practice in the institu- 
tion. Each name is then verified through the American 
Medical Association directory. With definite knowledge 
of any hospital admitting non-medical or unqualified prac- 
titioners such as you mention, the institution will be imme- 
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diately taken off our approved list of hospitals. We stand 
right with the American Medical Association and the 
Council on Medical Education and Hospitals on the ruling 
they have made. Through the kindness of the Council on 


Medical Education and Hospitals, I have several copies © 


of this ruling and send it out frequently when inquiries 
come in. I may also inform you that, as president of the 
American Hospital Association, I know that we will not 
accept any hospital into institutional membership that ad- 
mits non-medical or unqualified practitioners to practice 
therein. Further, the Methodist Hospital Association has 
taken a very definite stand along the same lines. . . . 


“Let me emphatically assure you that we ‘are right be- 
hind you heart, body and soul in this proposition. If there 
is any hospital in the West admitting these unqualified 
practitioners, and on our approved list, on the acquiring 
of such definite knowledge I will take immediate action 
to drop them.” 


In other letters the “College” is firmly committed 
to a sane policy: 


“Every hospital today must be so operated as to assure 
the public that they can obtain adequate, skillful and re- 
sponsible medical services when ill. Numerous Supreme 
Court decisions in the United States hold trustees of hos- 
pitals responsible for the acts of their agents or employes, 
including all who practice therein. The Supreme Court 
of Ohio recently ruled: ‘Whenever a hospital fails to 
exercise due and responsible care in the selection of its 
agents, physicians or others, it is liable.’ Hence, as trus- 
tees, or guardians with a serious trust to administer, you 
must not be embarrassed in your selection of who shall 
or who shall not be given the privileges to practice in 
your hospital. A standard has been set for your guidance 
in this—a standard recognized practically the world over 
today. This standard provides that only competent and 
ethical doctors who are full graduates of medicine in good 
standing and legally licensed to practice in your state 
should have the privileges of your hospital. 

“The American Medical Association, the American Col- 
lege of Surgeons, the American Hospital Association, the 
Methodist Hospital and all other organized and accredit- 
ing bodies today stand pat on the admission to practice in 
hospitals only of such persons as are duly qualified to 
practice medicine, as indicated.” 


THE POSITION OF THE AMERICAN HOSPITAL 
ASSOCIATION 


The American Hospital Association still has a 


certain number of institutional memberships of hos-. 


pitals who have non-medical practitioners on their 
staff. These members (hospitals) were, however, 
admitted some time ago when the records and the 
information available to the Association was not as 
complete as now and also when the policies of the 
Association were not so well defined as now. Objec- 
tion has not been made to the practice of non-medical 
practitioners in the institution when such work was 
carried on under the direction and authority of the 
organized medical staff or under the direction and 
authority of a medical practitioner in charge of the 
case. 

The only official action this Association has taken 
is expressed in a letter approved by the directors in 
March of this year: 

“No one,” says this letter, “not duly licensed by law 
should be allowed to prescribe for patients, and none such 
should be allowed to treat patients except under the direc- 
tion and supervision of a competent and properly author- 
ized physician. Even though some special type of service, 
such as osteopath or chiropractor, be recognized by law 
of the jurisdiction, a hospital is not required to permit 
such practitioners to practice within its walls. It still re- 
mains the duty of the hospital to exercise its judgment as 
to the qualification of the practitioners and to refuse such 
permission unless it is clear that education, training and 
ability are in accordance with approved medical standards 
as typified by the best opinion available.” 
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Continuing the Association says in this policy 
letter: 

“The breaking down of barriers established for the 
safety of the sick and injured is a risk which hospitals 
need not, and should not, take. Treatment must depend 
on proper diagnosis, and one who claims the right to treat 
patients based on a training in special methods of treat- 
ment alone is surely not competent to take charge of a 
hospital patient. Such seems to be the consensus of opinion 
of practically all, if not all, the important hospitals 
throughout the country. . . . 

“Whatever may develop from the new medical cults, it 
is certain that their present methods of education do not 
provide adequate instruction in matters essential to proper 
diagnoses of disease and, at least until this requisite is 
fulfilled, a hospital should not recognize those so deficiently 
educated, however well instructed they may be in special 
methods of treatment. 

“Whatever threats and assertions may be made by those 
seeking the permission to practice in hospitals or claiming 
the privilege as a right, it is believed that hospital au- 
thorities will be fully protected by law in their right to 
discriminate according to what they believe to be for the 
safety and protection of their patients. 

“Anyone desiring to use a hospital, either as patient or 
practitioner, must conform with the requirements of the 
authorities charged with the proper conduct of the insti- 
tution. Failing this their request may properly be refused.” 

With the positive statement from Doctor Mac- 
Eachern, President of the Association, quoted above 
before us, we may confidently expect that the Ameri- 
can Hospital Association will soon take a more un- 
equivocal stand than the unsatisfactory one they here- 
tofore have assumed. 


POSITION OF THE AMERICAN CONFERENCE ON 
HOSPITAL SERVICE 


This conference includes in its membership the 
Council of Medical Education and Hospitals of the 
American Medical Association; the American Col- 
lege of Surgeons; the American Hospital Associa- 
tion; the Bureau of Medicine of the United States 
Navy; the Medical Department of the United 
States Army; the United States Public Health Serv- 
ice; the American Institute of -Homeopathy; the 
National Tuberculosis Association; the Catholic 
Hospital Association of the United States and Can- 
ada; the American Society of Industrial Physicians 
and Surgeons, and a number of national organiza- 
tions working in the hospital field. 

This great aggregation of national societies has 
unequivocally adopted the requirements set by the 
American Medical Association and the American 
College of Surgeons as quoted above. 


Doctor Frank Billings, Honorary President of the 
Conference, and one of its founders, says in a recent 
letter that the “Conference believes that none except 
educated physicians and surgeons holding the degree 
of Doctor of Medicine from an acceptable college or 
university, and who are licensed to practice medi- 
cine in their state, will have the privileges of either 
staff membership or of treating patients in the hospi- 
tal or any of its departments.” 


CONDITIONS IN CALIFORNIA 


Both the League for the Conservation of Public 
Health and the California Medical Association have 
for some years extended the Principles of Medical 
Education and Ethics to hospitals and all other of 
the medical, health and welfare agencies with which 
they work and co-operate. 

These moral forces, supported by the good hospi- 
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tals, by constant informative publicity and an en- 
lightened public sentiment have so far been unusu- 
ally successful in preventing backward steps in many 
hospitals and’ other agencies of scientific medicine. 


There is practically no legal control over most of 
the medical agencies, including hospitals. 

There is one state board that has by law a limited 
control over certain classes of hospitals. The per- 
sonnel of this board varies with the wishes of any 
Governor of the state. Without the slightest re- 
flection upon any of its members, it may be fairly 
stated that none of them has the special knowledge 
and experience necessary to supervise or lead well 
planned hospital progress. For the same reason they 
are not well enough prepared to exercise the control 
that should be applied to all medical agencies. 

There is also a Department of Institutions with 
a non-medical director who holds office at the pleas- 
ure of the Governor, which has much to say about 
all state hospitals. The Board of Control (a non- 
medical body) by holding the purse strings quite 
effectively controls all forms of state medical work. 


UNENVIABLE POSITION OF BOARD OF HEALTH 


The State Board of Health has limited control 
over the nursing educational feature of all hospitals 
engaged in such work. As many of the larger and 
better hospitals maintain schools of nursing, the re- 
quirements set by the health board should be quite 
influential. 


However, right here we strike an interesting snag 
in our otherwise encouraging program. It so hap- 
pens that the present members of the State Board of 
Health are all educated physicians. They are ap- 
pointed by the Governor for certain definite periods, 
after which they hold office at his pleasure. They 
are also limited in their ability to maintain standards 
of nursing education by the vagaries of our peculiar 
laws. One of these laws, according to a recent rul- 
ing by the Attorney General, prohibits the board 
from refusing accredited standing to a school of 
nursing because the hospital admits inadequately 
educated “doctors” to its services. There are hospi- 
tals with schools of nursing accredited by the board 
of health in which it is admitted that inadequately 
educated healers are practicing the healing art. 

Out of this situation has grown what many call 
the “drugless nurse” idea which is destined to travel 
far. Various groups of the licensed drugless healers 
are jubilant over the fact that they may have a hand 
in influencing the education (?) of nurses. 

What a spectacle! 

The Board of Medical Examiners, within the pro- 
vision of an inadequate law, controls the licensing of 
educated physicians, drugless practitioners, midwives 
and chiropodists. They have certain disciplinary 
powers over their licentiates. 

Boards of Osteopaths and Chiropractors control 
the licensing of “graduates” from their “colleges.” 
The Pharmacists and Optometrists have their boards, 
and as stated above nurses are controlled to a certain 
degree by the health board. There is no legal control 
whatever over x-ray, pathological and clinical labora- 
tories, nor several other important agencies of medi- 
cine. 


So from the standpoint of legal control of 
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the many agencies of health, California pre- 
sents a sorry plight; the public being largely 
unprotected from incompetence, imposition 
and fraud. 


However, the moral forces listed above have been 
so effective and so well sustained that there are less 
than five hospitals in the state operated for the in- 
adequately educated. There are less than a dozen 
out of over 500 hospitals where any but educated 
physicians holding the academic degree of Doctor of 
Medicine may practice. Strenuous efforts have been 
and are being made in places to break down these 
moral forces, as recently illustrated in the Murphy 
Memorial Hospital debacle and the fight over the 
Long Beach Community Hospital. It can’t be done, 
so long as the educated physicians remain honest with 
themselves and their patients. 

ANY OF THE DIPLOMA MILL AND 
NEAR-DOCTOR GROUPS MAY BUILD 
AND OPERATE AS MANY HOSPITALS AS 
THEY PLEASE WITHOUT OPPOSITION 
FROM EDUCATED PHYSICIANS OR THE 
LAW AS IT NOW STANDS. BUT THEY 
WILL NOT BE PERMITTED TO PRAC- 
TICE THEIR CULTS IN SCIENTIFIC 
MEDICAL AGENCY HOSPITALS, AND 
THE TWO KINDS OF HOSPITALS CAN 
NO MORE BE SCRAMBLED THAN CAN 
A TRUE PHYSICIAN AND A CULTIST 
FIND COMMON GROUND UPON WHICH 
THEY CAN CO-OPERATE. 


THE PLACE OF THE CLINICAL LABORA- 
TORY IN THE PRACTICE OF MEDICINE 
Our “special article” in this issue (page 537) is 

upon a subject of vital concern to every public 
health and personal health physician. Doctor Wool- 
ley, from his broad experience as teacher and re- 
search worker and consulting pathologist, has pro- 
jected interesting phases of the laboratory problem 
for earnest thought. 

Not the least important phase of the laboratory 
problem is its expense to the patient or the commu- 
nity. This must be kept within reasonable bounds, 
as it may well be if we will utilize the pathologist 
as a consultant and require only such laboratory 
work as is essential. 


THE HEALTH CENTER IDEA 

Since the so-called modern health center was con- 
ceived and developed during the war, the idea has 
traveled a curious and a twisted road. The first part 
of this road was attractive and enthusiastically nego- 
tiated. Then the idea began to be twisted and 
turned, redefined, reclassified, and re-exemplified in 
“Health Centers” of many varieties, in many places, 
with many sorts of management. There came a time 
when the road began to be rocky and strewn with 
difficult boulders until during the last few years and 
months many of these theoretical panaceas have dis- 
appeared, others have changed their names and 
methods of activity, and others still occupy offices 
on dusty streets, with windows that have not re- 
cently been cleaned and which, in some instances, 
are still pasted with fly specks and war posters. 

Apparently, a few “health centers” that were or- 





November, 1924 


ganized along sound lines by converting an alluring 
theory into practical idealism, have continued to do 
effective work and to grow in respect and confidence 
of a certain percentage of physicians and of the non- 
medical public. The original idea of the “health 
center” was one of those beautiful theories which 
appealed to everyone and seemed easy of accomplish- 
ment. It was known that the hundreds of legiti- 
mate as well as useless health organizations were 
expensive, overlapping in function and oftentimes 
directly injurious to each other. The idea of the 
health center was to amalgamate at least the worth- 
while groups of these organizations into one body 
by an interlocking directorate with common execu- 
tive officers, common funds, and one common source 
for the direction of all activity. If such an idea could 
have been carried out, it would have been a wonder- 
ful thing, but like many other theories it violates too 
many of the instincts of ordinary human nature to 
make it widely workable. 

At the present time the term “health center’’ is 
getting a very bad name, not only by large numbers 
of physicians, hospitals and other health agencies, 
but also by a large percentage of the public in gen- 
eral. And it may be confidently predicted that 
within a comparatively short time “health center” 
will have disappeared from use. This, of course, is 
inevitable with any slogan that has as many defiini- 
tions as there are people working with the idea and 
where most of these definitions have an interested 
application that is not always to the best interest of 
the public. 

The vast majority of “health centers” have long 
since departed almost entirely from the original 
thought in the mind of the original promoters. Most 
of them are now hardly more than conference offices 
of groups interested, and more or less periodically 
active, in some one narrow phase of health. Others 
add, where they can, the practice of medicine, 
usually one narrow branch of medicine, and they 
hold office hours at irregular intervals. 

The movement as a whole is no longer important 
enough to warrant serious consideration, but while 
they continue to operate, public health authorities 
should insist that they at least be required to occupy 
clean, well-ventilated space. 


THE DIAGNOSIS OF DISEASE BY MECHANI- 
CAL DEVICES 

Many commendatory letters and some criticism 
of the stand CALIFORNIA AND WESTERN MEDICINE 
has taken against the practice of medicine by inade- 
quately educated unlicensed persons and government 
agencies, using scales, measuring-rods and tables of 
averages to make diagnoses, have been received and 
otherwise reported to us. The criticism was antici- 
pated, and it was hoped that it would come. 


A few of the personally interested critics want 
to know where we get supporting evidence for our 
position, and state that all the literature they have 
seen commends their work. From a large amount of 
scientific literature, as distinguished from the propa- 
ganda many of these earnest workers believe as they 
do the Bible, we will quote only two: 


The 


Metropolitan Life Insurance Company, 
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which must work right or lose money in the health 
field, after careful and painstaking investigation 
conclude in effect that the only diagnosis of value 
is the one made after thorough personal examina- 
tion by an educated physician. Their work also 
shows that it requires just as much intelligence and 
skill to safely inform a person that there is nothing 
the matter with him as it does to classify or diag- 
nose his diseases. 

The British Medical Research Council has been 
for some years carefully and exhaustively studying 
the various mechanical methods of determining phy- 
sical fitness. Their work is still going on, but prog- 
ress reports come out from time to time, and some 
of these are already conclusive. Commenting edi- 
torially on the work and findings of the Research 
Council, as well as other investigators, the London 
Lancet says: 

“The results of certain investigations conducted 
during the war gave rise to the hope that, by an 
appropriate treatment of measurements long familiar 
to physical anthropologists and physicians (measure- 
ment of body dimensions and of vital capacity), it 
might be possible to obtain simple and widely appli- 
cable methods of assessing physical condition. The 
Medical Research Council have collected then and 
since much data with the object of throwing light on 
this point, and though the whole of this material has 
not yet been analyzed, a sufficiently large sample has 
given negative results. Inquiry as to whether any 
other less familiar system of measurements or tests 
might serve to found a rational and accurate mode of 
judging goodness or badness of physique had led to 
equally disappointing results. It seems now to be 
established on grounds of an analysis of measure- 
ments of young adult males, in adult women, and 
schoolboys of various ages and social class that the 
inherent variability of vital capacity within homoge- 
neous groups of apparently healthy persons is so 
great that inference from deviations above or below 
the normal of a particular combination of measure- 


ments will rarely be of service in the assessment of 
individual cases.” 


The bold-faced part of this important quotation 
covers quite well the opinion of the vast majority 
of educated, experienced physicians who are in a 
position to speak without the possibility of having 
their motives questioned. 


INCORPORATING THE HOSPITAL 


Not satisfied with securing laws that allow them 
to license themselves to practice medicine, certain in- 
sufficiently educated “near doctor” groups are quite 
active in attempts to require hospitals to accept 
their licenses in lieu of education as credentials to 
practice in these hospitals. Hospital owners and 
directors are at last becoming aroused over the situa- 
tion and are instituting preventive measures. 


So many requests for information and assistance 
are being received that we are republishing here- 
with an editorial from the October, 1921, issue of 


Better Health. 


“We are in receipt of numerous requests for copies 
of Articles of Incorporation for hospitals of various 
types that will properly safeguard scientific stand- 
ards and promote better medicine. Of course, there 
must be some variation in the Articles of Incorpora- 
tion, depending upon the character of the organiza- 
tion and purposes of the institution. However, there 
are certain fundamental principles that should be em- 
bodied in the Articles of Incorporation of every hos- 
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pital. These essential features are covered in the fol- 
lowing articles, which have been prepared by mem- 
bers on the Section on Medical Economics, Educa- 
tion and Hospitals of the League and the counsel 
for the League, and have been endorsed by the execu- 
tive committee of that organization. 


ARTICLES OF INCORPORATION 


“Approved by the League for the Conservation of 
Public Health. 

“The primary and permanent purpose of the 
Hospital is to construct and shall be to conduct a 
hospital that will zealously promote and protect the 
health of this community through its medical, surgi- 
cal, nursing, laboratory, x-ray, dietetic, physiothera- 
peutic, and all other scientific, technical and adminis- 
trative services, by equipping and maintaining each 
department with adequate facilities and personnel of 
competent caliber in compliance with the scientific 
standards and methods which modern medicine re- 
quires to fulfill its humanitarian mission of the pro- 
motion of health, the prevention and treatment of 
disease. That this scientific purpose may be always 
insured, none but duly licensed physicians and sur- 
geons graduated as Doctors of Medicine from repu- 
table schools shall be eligible to its staff membership 
or any other professional privileges, and the estab- 
lished ethics of the medical profession shall govern 
all of the scientific activities of the —— Hospital. 
Recognizing that a hospital can only increase its 
own efficiency and enhance its community value by 
advancing the medical education and science of those 
that serve therein, this hospital will constantly co- 
operate with hospital betterment movements oper- 
ated and controlled by educated physicians, so that 
it may take and fill its place as a modern temple of 
health for the welfare of the community, the state, 
and the nation. 

“And, in furtherance of the foregoing: 


“To construct, manage, operate and conduct a hos- 
pital for the preventive, curative and other treatment 
of sick or injured persons, in accordance with the 
primary and permanent purposes hereinabove stated; 

“To purchase, acquire, own, lease as lessor or as 
lessee, mortgage as mortgagor or mortgagee, to exe- 
cute deeds of trust upon to secure any indebtedness, 
to hold and to otherwise deal in real property neces- 
sary and suitable as a site for a hospital building, or 
buildings, and necessary accessory buildings, to- 
gether with necessary and convenient grounds for 
all of the foregoing purposes; 


“To construct, purchase or otherwise acquire, own, 
use, operate, maintain, sell or otherwise dispose of 
hospital buildings and accessory buildings, including 
nurses’ home, electric or steam power plant, ice 
plant, laundry, machine shop, carpenter shop, ortho- 
pedic work shop, sterilizing plant, incinerator, gar- 
bage plant, sewer system, cold storage plant, distilled 
water generator, mortuary and chapel, library, phar- 
macy, x-ray, chemical, clinical microscopy, pathologi- 
cal and other laboratories, physiotherapy, occupa- 
tional therapy, therapeutic shops, reconstruction ther- 
apy laboratories, disinfecting plant, garage, in con- 
nection with, in relation to or in any way necessary 
to carry out the purposes hereinbefore enumerated; 


“To purchase or otherwise acquire, own, hold, use 
and dispose of ice, drugs, chemicals, surgical equip- 
ment and appliances, automobiles, ambulances, fur- 
niture, kitchen utensils, or other personal property 
of every character necessary or convenient to carry 
into effect the above enumerated purposes; 

“To purchase or otherwise acquire, own, hold, use 
and maintain, sell or otherwise dispose of all neces- 
sary equipment, apparatus, material facilities and ap- 
pliances of every kind and character suitable or con- 
venient for carrying into effect the foregoing pur- 
poses; 

“To make, produce, manufacture, hold, own, use, 
sell or otherwise dispose of drugs, toxins, anti-toxins, 
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serums, vaccines, and other kindred or specific prep- 
arations for cultural or therapeutic purposes; 

“To buy, sell, own, hold, lease, mortgage, to pledge 
as the pledgor or to accept in pledge as pledgee, and 
otherwise to deal in or dispose of all kinds of per- 
sonal property of every description; 

“To borrow and loan money; 

“To buy, sell, own, hold or accept in pledge as 
pledgee or to pledge as pledgor, or otherwise deal in 
or dispose of any securities or evidences of debt 
created by any other corporation or corporations; 

“To establish, maintain, and conduct in connection 
with the operation of said hospital a school of nurs- 
ing and to furnish adequate education and instruc- 
tion for interns and technical assistants of all kinds, 
and to grant and issue diplomas and certificates to 
graduates who have complied with the educational 
requirements of this hospital, the standard educa- 
tional institutions of this state and of the law; 

“To receive gifts, donations, devises, legacies, and 
bequests from public-spirited, charitable, benevolent, 
and philanthropic persons and corporations, for the 
purpose of carrying into effect the said primary and 
permanent purposes of this corporation; 

“To pay out of the net profits of this corporation to 
its stockholders dividends upon the subscribed, issued 
and capital stock thereof, in no event and at no time 
to exceed the prevailing rate of interest in this com- 
munity charged by reputable banks to borrow on 
first-class secured loans thereof.” 


Many of the newer hospitals have utilized these 
articles, and other and older ones have incorporated 
the basic principles in their constitutions, by-laws, 
and other legal papers. 

Several of the hospitals now in serious trouble 
were warned of their dangers. Several new hospi- 
tals recently incorporated have made the mistakes 


of incorporating without protecting themselves, or 
their patients. Some of them will find their care- 
lessness quite expensive in the end. 


AFTER ALL, CALIFORNIA DOES NOT 
MONOPOLIZE MEDICAL PROBLEMS 


The following editorial from the journal of the 
Indiana Medical Association says in other language 
what many medical publications are intimating in 
less vigorous language. It is our understanding that 
the problem in Indiana has since been adjusted by 
the Board of Public Health withdrawing from the 
practice of medicine by clinics or otherwise. 


“Heretofore we have had occasion to remark that 
the economic side of the practice of medicine has no 
greater foe than the public health service which in- 
sidiously, though none the less surely, is beginning 
to assume nearly all of the functions of the private 
practitioner of medicine. It is a debatable question 
whether state medicine will prove satisfactory even 
for the care of the indigent, but at all events we are 
drifting in that direction, and the medical profession 
is permitting itself to be, not only the injured party 
in this transformation, but the one which, by means 
of its present apathy and disinterestedness in the sub- 
ject, is helping along the coming of the evil day 
when state medicine will be a fact rather than a 
theory. For several months there has been some con- 
troversy with our own Indiana State Board of 
Health, concerning certain practices on the part of 
the board that we think are infringing upon the 
rights of private practitioners of medicine, and that 
overstep the bounds of what ordinarily is considered 
public health work. A protest has been filed with the 
board by some representative physicians of Indian- 
apolis, and in an early number of The Journal we 
shall publish this protest along with the answer on 
the part of the board. Perhaps it is pertinent to sug- 
gest, as we often have done before, that it is high 
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time that the various agencies having to do with 
medical work in the state of Indiana, whether relat- 
ing to teaching, practice, or public health work, 
should get together in a spirit of co-operation to ac- 
complish the best results without treading upon each 
other’s toes or minimizing the good secured by an- 
tagonizing each other. Up to the present time, it 
would seem that the State Board of Health draws no 
distinction between those which clearly are public 
health matters and those which many of us believe 
have nothing to do with public health matters. A 
better understanding of this whole situation is needed 
in order to bring about that spirit of co-operation and 
helpfulness required for the development of every- 
thing pertaining to health, whether it be public or 
private.” 


ADVERTISING 


Public opinion is rapidly getting a new idea of 
the value and uses of well-designed advertising 
matter. In many of the leading magazines of this 
country the most valuable information contained in 
them is in the dignified, careful wording and infor- 
mative copy furnished by advertisers occupying paid 
space. This is coming to be more and more true of 
advertisers in medical journals as well. 

Worthwhile acceptable advertisers no longer, as 
a rule, waste their paid space by extolling the su- 
periority of their products over those of the other 
fellow. They make a dignified, and, if they are 
wise, truthful appeal for their products, regardless 
of what anyone else may say, based upon their 
merits, as they honestly believe them to be. 

CALIFORNIA AND WESTERN MEDICINE encour- 
ages wherever it can this form of appeal by its ad- 
vertisers, and we believe that readers will find profit 
to themselves in carefully perusing the advertising 
pages, as most of them already do in looking over 
and reading many other current non-medical maga- 
zines. Members will often secure information of 
interest and at the same time always increase the 
value of CALIFORNIA AND WESTERN MEDICINE as 
an advertising medium, and thus decrease its cost, 
as reflected in annual dues, by filling out coupons 
or sending for other literature when such offer is 
made by the advertiser. Some advertisers still inter- 
pret—we think unwisely—the value of advertising 


to them by the response they get from coupons pub- 
lished in paid space. 


HOSPITALS AS AGENCIES OF SCIENTIFIC 
MEDICINE 


On account of the local hospital problem at Whit- 
tier, already discussed in CALIFORNIA AND WEstT- 
ERN Mepicing, Doctor H. P. Wilson, member of 
the board of directors of that hospital, sent a ques- 
tionnaire to the secretary of the county medical so- 
ciety of each county. In it he asked two questions: 
“(1) Is there any osteopathic or chiropractic hos- 
pital, managed and conducted by these people in 
your county? (2) If not, into what hospital in your 
county are the osteopaths and chiropractors per- 
mitted to practice, and under what conditions?” 

In brief, the various answers are as follows: 


Doctor Pauline Nusbaumer of Alameda County 
says that there are no chiropractic or osteopathic 
hospitals in the county. Out of eight of the leading 
hospitals, six do not permit osteopaths to bring or 
give treatments to patients; one allows osteopaths 
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to give treatments if requested by one of the regular 
physicians. 

Doctor J. O. Chiapella of Butte County answers 
no to both questions. 


So does Doctor L. St. John Hely of Contra 
Costa County. 

Doctor C. L. Terrill of Glenn County answers 
no, and so does Doctor Lawrence A. Wing of 
Humboldt County. 

Doctor Francis P. Elliott of Imperial County 
says that there are no osteopathic or chiropractic 
hospitals, but osteopaths are allowed in hos- 
pital. 

Doctor W. H. Morse of Kern County says that 
osteopaths who are licensed physicians and surgeons 
are permitted to take patients to their hospitals. 


Doctor G. S. Martin of Lassen-Plumas Counties 
answers no to both questions, and adds that “there 
is one chiropractor, no osteopath, and one Abrams’ 
believer in both counties.” 

Doctor Harlan Shoemaker of Los Angeles County 
says there is one osteopathic hospital owned and con- 
trolled by osteopaths in the county, and “to the best 
of his knowledge there is no other hospital which 
accepts patients from osteopaths, and most certainly 
not from chiropractors.” 

Doctor P. J. Bowman of Mendocino County an- 
answers no to both questions. 


Doctor Brett Davis of Merced County answers 
no to both questions, and so does Doctor H. R. 
Coleman of Napa County. 

Doctor Rowland P. Yeagle of Orange County 
says that there are no osteopathic or chiropractic 
hospitals in the county. Chiropractors are not ad- 
mitted into the hospitals at any time, but that osteo- 
paths through referred work sometimes get into 
some of the hospitals. ; 

Doctor Robert A. Peers of Placer County an- 
swers no to both questions. 

Doctor Thomas C. Card of Riverside County re- 
plies that there are no osteopathic or chiropractic 
hospitals in the county. “At the present time osteo- 
paths have been admitted to the Community Hos- 
pital, but this privilege has only been taken advan- 
tage of occasionally.” He says that the board of 
directors have recently passed a resolution prepared 
by the Council on Medical Education and Hospi- 
tals of the American Medical Association which spe- 
cificially prohibits any but adequately educated phy- 
sicians practicing in an accredited hospital. This 
they intend to enforce. 

Doctor E. J. Holland of Sacramento County an- 
swers no to both questions, as does Doctor C. W. 
Merrill of San Benito County. 

Doctor H. S. Chapman of San Joaquin County 
answers no to the first question, and states that 
osteopaths who have physician and surgeon’s license, 
“IT am sorry to say are admitted into both hospitals. 
Chiropractors are not permitted to practice in the 
hospitals.” 

Doctor William O. Calloway of San Mateo 
County answers no to both questions, and adds “nor 
are they allowed to practice in our hospitals under 
any consideration. This is something that the Medi- 





570 


cal Society of our county would not tolerate, nor do 
I imagine it would be tolerated by the society in any 
other county.” 

Doctor G. David Kelker of San Luis Obispo 
County answers no to the first question and says 
in reply to the second, “There is, however, a sana- 
torium to which the osteopaths, chiropractors, and 
naturopaths seem to have permission to practice and 
to which they send many patients. I do not know 
of any other hospital in the county in which the 
osteopaths and chiropractors are permitted to prac- 
tice.” 

Doctor Philip C. Means of Santa Barbara County 
answers no to both questions. 


Doctor H. G. Watters of Santa Cruz County 
answers no to both questions, and so does Doctor 
C. A. Mueller of Shasta County. 


Doctor E. J. Eytinge of San Bernardino County 
answers no to the first question, but says: “The 
hospital of and the hospitals in San Ber- 
nardino are open to osteopaths. I have never heard 
of a chiropractic taking a case to a hospital, but I 
have no doubt that as far as any treatment that is 
legal for a chiropractic to give, such a case would 
be admitted as are the osteopaths.” 

Doctor L. H. Redelings of San Diego County an- 
swers no to both questions, and in speaking of the 
second question adds: “I might qualify this last 
statement by saying that, to my knowledge, on a 
few occasions I have seen osteopathic physicians in 
some of the small private sanitoriums, but this is by 
no means the rule in San Diego County and is not 
countenanced by the San Diego County Medical 
Society.” 

Doctor A. V. Doran of Solano County answers 
no to both questions. 

Doctor N. Juell of Sonoma County says there is 
one hospital run by an osteopath, and that one osteo- 
path is on the staff of another hospital, and still an- 
other practices in a number of hospitals. 

Doctor E. R. McPheeters of Stanislaus County 
answers no to both questions, and adds: “For your 
information there are six hospitals in this county, 
and none of them allows any but regular M. D.’s. 
We never heard of an osteopath or a chiropractor 
conducting a hospital.” 

Doctor Norman C. Paine of Tulare County says 
no to the first question, and answers the second one 
by saying: “The osteopaths, with a physician and 
surgeon’s license, do take their patients into some of 
the hospitals or have surgeons do so.” 

Doctor D. L. Hood of Tuolumne County an- 
swers as follows: “Osteos and chiros can send their 
patients to one of two private hospitals in this 
county, J presume. Our county hospital is reserved 
for paupers only, where the county physician treats.” 

Doctor Lela J. Beed of Yolo County answers no 
to both questions and says: “The only such hospital 
I know of is a small one owned and conducted by 
an osteopath and a supposed chiropractor at 
in Colusa County. The Woodland Sanitarium per- 
mits only reputable physicians to have patients in 
the hospital.” 

Doctor A. L. Miller of Yuba-Sutter Counties an- 
swers no to both questions. 
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ANIMAL POISONS 


The interest in poisons and agents of animal 
origin in their varied relations to medicine continues 
unabated from ancient times down to the present 
day. It can easily be seen why this is so. The abori- 
ginal mind, undoubtedly impressed with the strik- 
ing effects of these products and the animals elab- 
orating them, ascribed to them powers, well-nigh 
supernatural, whether from superstition, or for 
utilization of them in its struggle with other crea- 
tures of this globe. In fact, certain of the products 
or their organs became the objects of religious wor- 
ship. Aboriginal medicine, if such it may be termed, 
had its day. Refined modern medicine is having its 
own, seeking to unravel, and to master the virtues 
of, these agents. Truly the advance of the modern 
investigator over the simple curiosity of the aborig- 
ines has been great. Flury of Wiirzburg calls our 
attention to the attainments along this line, point- 
ing out especially the nature of the constituents that 
have been isolated from animal products. 


Striking, indeed, is the array of constituents in 
animal poisons. Some are definite chemical com- 
pounds, others are well-characterized chemical sub- 
stances, still others, however, are ill-defined. Flury 
enumerates the following: formic acid in bees, 
picrotoxin in cocculus indicus, cantharidin in Spanish 
fly, proteoses in snake venom, hirudin in leeches, 
oxyphenylethylamine (tyramine) in saliva of cepha- 
lopods, bufotalin and bufagin (epinephrine-like in 
its action in toad’s skin. Most intestinal worms 
give off poisons to the body. ‘The eggs of eels, 
starfish, spiders, beetles, bees, turtles, frogs, snakes, 
and certain fishes are toxic, but the nature of the 
poisons is unknown. ‘To the chemically unknown 
and unisolated class may be added toxins and anti- 
toxins, the extracts of several endocrine glands 
(pituitary, testis, ovary, parathyroid, and perhaps 
thymus and pineal). The few endocrines whose 
active constituents are known are the adrenal and 
its epinephrine, the thyroid and its thyroxin, the 
pancreas and its insulin. The brain, too, has an 
active constituent, namely, kephalin, a powerful 
accelerator of blood coagulation. The urine is well 
known to be toxic, and the blood of one species 
is poisonous to another, and tissue extracts in gen- 
eral possess toxic actions. Among toxic serums 
should be mentioned especially eel, human and beef 
serums. Nor are these products mere curiosities or 
poisons; they have helped to reveal biological phe- 
nomena of fundamental importance. Anaphylaxis 
began with Magendie’s toxic injections of egg-white 
into animals, and received its name from Richet’s 
experiments with the poisons of the sea-anemone, 
an animal-flower that lives in the sea. Recently, 
Ackerman has isolated tetramethylammonium hy- 
droxide from the sea-anemone, a compound which 
possesses a curare-like action. Then there are the 
hemolysins, agglutinins, precipitins, etc., all animal 
poisons. 


Not all animal poisons are poisons in the ordinary 
sense of the word, i. e., injurious to health or de- 
structive to life, although any one of the animal 
products may become so if used in overdosage. For 
example, powdered thyroid and thyroxin within cer- 
tain limits act beneficially, but in overdosage they 
tend to produce goiterous phenomena. According to 
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the viewpoint, goodness may even emanate from 
snake venoms. In this connection, it is interesting to 
note that Brazil conducts a snake farm and insti- 
tute for the production of venoms in order to pro- 
duce anti-venom serums. Apparently, snakes compel 
scientific investigation, mitigating, in this way, their 
evils in other ways. Leeches used to be very popu- 
lar, 7,000,000 having been used annually in London, 
and 10,000,000 in Paris. An active constituent in 
the cervical glands of these animals is hirudin, which 
prevents the clotting of blood. Harmless as it ap- 
pears, the leech has been used, nevertheless, as an 
instrument of suicide. The pharmacologist, Binz, 
described the case of a young lady in Paris who 
attempted suicide by inducing free hemorrhage with 
a number of leeches. Having bought fifty of them, 
she undressed completely and applied them to her 
body from the knees to the heart. The creatures 
having satiated themselves dropped off, but the bites 
continued to bleed, and the lady was found lying 
on the floor in a deep swoon. Thus it seems that 
animal poisons and products possess power for evil 
as well as for good, as the case may be, and the more 
is known and understood about them the better for 
humanity and the animals themselves. 

Whereof the unabated interest and labors con- 
tinue, and the results obtained seem to justify the 
effort. Many questions, however, still remain un- 
answered. Interesting speculations have been made 
and will continue to be made about animal poisons. 
Has anyone yet been able to explain accurately the 
inocuousness of the violent poisons for the animals 
elaborating them (for example, venoms for snakes) ; 
the role and function of the constituents in the en- 
docrine glands, if not the organs themselves; the 
purpose of active constituents not only in animals, 
but also of alkaloids, glucosides, etc., in plants? 


Flury, F.: Klinisches Wochenschrift, 1923, 2:2157, ‘“‘Ani- 
mal Poisons in Their Relation to Medicine.” 


THE ANNUAL REGISTRATION OF 
DOCTORS MOVEMENT 


‘This question is an old one. It has been actively 
revived as an outgrowth of the “Diploma-Mill Scan- 
dal.” It has been and is now being actively pro- 
moted in several states. 


CALIFORNIA AND WESTERN MEDICINE has not 
as yet taken an editorial stand in the matter, and 
will do so only when the policy of the California 
Medical Association has been decided. Unless we 
miss our guess as to the direction of political winds, 
it will be necessary for the California Medical As- 
sociation to take a stand and to request the League 
for the Conservation of Public Health to promote 
that stand in the next session of the legislature. 

In the meantime the columns of. CALIFORNIA AND 
WeEstTERN MeEpICINE are open to a discussion of the 
subject by members and worth-while organizations. 
Physicians are not a unit at present in their opinions 
on the subject. When they have heard the argu- 
ments for and against the movement, we can prob- 
ably get together and present a fairly solid front for 
what seems best for the welfare of sick people and, 
therefore, for unselfish physicians. 

In making up our minds, we must be careful not 
to confuse the issues between registration and taxa- 
tion. They are entirely separate problems, but at- 





CALIFORNIA AND WESTERN MEDICINE S7i 


tempts have been made to tie them together because 
the vast majority of physicians are known to be defi- 
nitely opposed to the special tax, and the California 
Medical Association is definitely on record to that 
effect. We suspect that the opinion may not be so 
unanimous as to the advisability of the annual regis- 
tration of doctors. 
NEW YORK’S ACTION 

A bill providing annual compulsory registration 
of doctors was defeated in the recently adjourned 
New York legislature. The doctors were so divided 
on the bill that two separate and opposing groups 
presented their claims quite aggressively at Albany. 

If a sufficient number of our members are inter- 
ested enough to make the request, CALIFORNIA AND 
WeEsTERN MeEpIcINE will abstract the extensive 
record of the arguments presented on both sides of 
the question. 


THE SITUATION IN ILLINOIS 


The May ‘issue of the Illinois Medical Journal 
discusses the subject editorially under a heading of 
“Why Illinois: Doctors Oppose Annual Re-regis- 
tration.” 

The editor first calls attention to the situation in 
Connecticut. which “has a medical population of 
1727 licensed physicians. The state has had an an- 
nual re-registration law for five years. The regis- 
tration feature did nothing to purge that state of 
quack doctors and those holding fraudulent di- 
plomas.” 

The objections to the requirement are summar- 
ized under twelve headings: 


“First. The principle is wrong; it savors of au- 
tocracy, which latter is repulsive to American ideals. 

“Second. Because of unpleasant experience with 
the first director of the Department of Education 
and Licensure, a layman and an autocrat of the 
most pronounced type, who no sooner discovered the 
autocratic powers that fell within the scope of his 
office than he attempted to put over a re-registration 
law, one of the provisions of which read: 


“In every proceeding under the provisions of 
this Act an averment that the defendant at the time 
of the alleged offense was without the required 
license or certificate of renewal of registration shall 
be taken as true, unless disproved by the defendant.’ 

“This paragraph would represent. Bolshevism in 
action. 


“Third. A re-registration law would serve to 
beat practitioners into submission to those ‘wise so- 
cial experiments’ or into inocuousness by denying 
him the right to practice his. profession. 

“Fourth. <A re-registration law would act as a 
legislative club to beat the practitioners into submis- 
sion: to. panelization or to render them inocuous by 
taking away their licenses under the police power 
of the state (Dr. Dent vs. State of West Virginia, 
129 U. S.. Reports, page 114, year 1889). 

“Fifth. It nullifies the license already granted a 
doctor to practice medicine in perpetuity and substi- 
tutes, théerefore,.a year to year license. 

“Sixth. The present registration in the County 
Clerk’s office is sufficient. 

“Seventh. - The record of every doctor licensed 
to practice medicine in Illinois is on file in the De- 
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partment of Education and Registration at Spring- 
field. 

“Eighth. It is class legislation, in that the pro- 
fession is to be charged a fee to create a fund purg- 
ing the state of illegal practitioners when, as a 
matter of fact, this duty devolves upon the state and 
not upon the medical profession. Ridding the state 
of illegal and incompetent practitioners is a measure 
purely in the interest of the people who should pay 
for it, and not have it placed as an extra tax upon 
the medical profession. 

“Ninth. It is unnecessary, as the police power 
already exists for the control of practitioners not 
duly licensed. More law is not needed, but better 
enforcement of existing law is. 


““Tenth. It is demeaning to a great and noble 
profession in its requirements as to filing of photo- 
graphs. Why not finger-prints? 

“Eleventh. It will cause expense and inconve- 


nience, with no proportionate return to the public 
or to the profession. 


“Twelfth. It is a humiliating and absurd propo- 
sition, this annual re-registration and the fee of $2 
for the privilege of announcing to your beloved 
people who have known you to be a doctor for a 
score or more of years, that given life and health and 
the gracious permission of the clerk to whom you 
proffer your $2 fee, you expect to continue to be a 
doctor for the ensuing year.” 

CALIFORNIA AND WESTERN MEDICINE will be 


glad to publish short impersonal discussions of any 
phase of this question. 


WITHIN THE LAW 


This well-known expression as applied to finance 
and business in general is coming into use exten- 
sively in the practice of medicine. The Medical 
Practice Act and its various court interpretations 
constitutes the law for those who treat the sick— 
or the well for that matter. There are an ever- 
growing number of “doctors” who, with the co- 
operation of very clever attorneys, skate just as close 
to the edge of this law as is possible without en- 
tangling themselves in its meshes. 

Only those whose business it is to know about the 
various schemes of keeping within the law have an 
idea of the variety and ramifications of these’ proc- 
esses or of the alleged doctors who are so active in 
the field. Even with the very best of legal advice 
they are constantly entangling themselves in the 
meshes of the law, and the results are to be seen in 


” press dispatches almost any day one cares to 
ook. 


One interesting angle being much overworked by 
these people is that of education. Hundreds of peo- 
ple are practicing medicifie in California and avoid- 
ing the consequences of the law by stating that they 
are not practicing medicine, but that they are edu- 
cating the public and that they are only showing 


them how to carry these educational edicts into 
practice. 


Another large group are the “beauty specialists.” 
Many of these are little better than procurers for 
licentiates to practice medicine. Some of them use 
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the word “Doctor” in front of their names, par- 
ticularly when talking to people who don’t know 
any better. They do everything themselves that 
they believe they can get away with without falling 
afoul of the legal authorities, and they delegate, 
upon a commission basis, other things to persons 
licensed to treat the sick. We have before us at the 
present time an extreme example of one of these 
“doctors” who is advertising extensively in rather 
clever ways, and doing a large business among 
people in California who should know better. 

In her office is carried on the so-called “scientific 
skin rejuvenation” and other forms of rejuvenation. 
The skin is examined by an ordinary hand magni- 
fying glass and a diagnosis is made, which is, of 
course, always what would be expected from such 
an examnation. Methods of skin-peeling, plumping, 
massage, etc., are carried out. The “doctor” in 
charge told an alleged patient recently that “she 
got a teacup full of vaseline from the face of a 
patient who had been mistreated by another beauty 
specialist.” ‘This “doctor” claims to have a peeling 
process that “can remove all scar tissue left as result 
of operation or otherwise.” She charges $150 for a 
treatment and $10 a visit thereafter. 

The notorious Steinach treatment for women is 
arranged for through this joint and the “doctor” 
claims that she has the work done by a roentgen- 
ologist for $500 per patient. If the patient is a male 
and wants rejuvenation, she claims to be in equally 
intimate contact with another surgeon who will do 
the usual transplantation. In other words, this 
“beauty specialist” stays “within the law’ herself 
and makes financial and legal contacts with others 
who take care of the things she cannot do herself 
without becoming a law violator. 

This is only one of scores of situations all slightly 
different, showing how enlightened people of Cali- 
fornia are being buncoed wholesale jn all matters 
pertaining to health. 





GOVERNMENT PRACTICES MEDICINE 


Few of us who are busy with other affairs realize 
to what extent and by what a variety of methods 
government is practicing medicine. National, state, 
county, and municipal governments are all “‘doc- 
tors” to a certain percentage of the population, and 
the services rendered include prevention and treat- 
ment of disease as well as medical education and 
medical research. 


There is no well-established policy or uniform 
method as to just what and how much medical work 
government should do. Neither is there uniform 
agreement among our people as to what and how 
much “doctoring” should be by government. One 
extreme group of persons—and it is a growing 
group—believes that government should manage 
and conduct through its salaried agents all and 
every phase of the practice of medicine and public 
health. The only place where this has been actually 
undertaken is in Soviet Russia. The other extreme 
group of citizens are opposed to government, as 
such, engaging in the practice of medicine and pub- 
lic health at all. They believe that government 
should purchase its required health services from 
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those prepared to furnish them, just as they pur- 
chase other supplies and services. Between these two 
extremes, with hundreds of schemes and the usual 
confusion, inefficiency and tremendous expense, will 
be found the constantly changing, moving line of 
what government is doing and what is left for other 
people to do. 


Physicians, through their national organizations, 
have endorsed public health, quarantine, and care 
of certain classes of the sick as a legitimate govern- 
ment function. They believe that government should 
not and, in fact, cannot effectively practice per- 
sonal medicine. This question, usually spoken of as 
“state medicine,” “socialized medicine,” “national- 
ized medicine,” “paternalism in medicine,” or “po- 
litical medicine” is a burning one in the hearts of 
most physicians. They have opposed it since our 
government was organized and they still oppose it 
because they do not believe it is best for the people, 
and, in addition, they are also opposed to it because 
it is a dangerous form of socialism. 

Whatever the merits of the situation, no serious 
observer can disguise the fact that we are moving 
faster toward complete socialization of medicine, 
including public health, than we are toward the 
socialization of transportation, or any other great 
essential utility or service—except that of education. 
This may be by accident or design. In any case, it 
helps socialism because the mistakes in medicine and 
public health are easier to hide than they are with 
railroads. In fact, it is easy after a few years to 
build railroad tracks over the buried. mistakes of 
political medicine without more than a few realiz- 
ing the tragedy of the situation. 


Statistics Make Startling and Educative Contrasts! 
—Per capita statistics open into view humanity’s throbbing 
idiosyncrasies when they point out such antipodal contrasts 
as that we spend $2.58 on diamonds per person and $1.10 
on books; $4.15 worth of near beer, and only 22 cents for 
dentifrices. Only one in ten people in the United States 
brush their teeth, but we consume enough tobacco per year 
to pay off the interest on the entire public debt! Continu- 
ing the discussion on this subject, Mrs. Christine Frederick 
(The Annals) says: “We spend only 6 cents er capita an- 
nually for ink and $1.30 for pickles. We spend 52 cents for 
professional and scientific instruments, and $11 for adver- 
tising. We spend 61 cents for condiments, and only 57 cents 
for typewriters; $27 for joy-riding, pleasure resorts and 
races, and only $1.29 for religious work. We spend 51 
cents for firearms and shells, and 18 cents for fountain 
pens and steel pens. We spend $28 for luxurious services, 
and $2.20 for pianos, organs, and phonographs. We spend 
$5 for jewelry; 5 cents for artists’ materials, and 15 cents 
for artists’ finished work of various kinds. We spend $3 
for ice cream, and 8 cents for professors’ salaries; we 
spend $45 for luxurious foods, and $10 on public schools. 
We spend $9 for perfumery and cosmetics, and 30 cents 
on mirrors. We spend $3.75 on toilet soaps, and 90 cents 
on eggs. We spend 65 cents on coffins, and 71 cents on 
health service. We spend 10 cents on regalia, badges, and 
emblems, and 2 cents for engravers’ materials. We spend 
$2.10 on patent medicines and 32 cents for watches, 45 
cents for toys and $3.20 for cakes and confections. We 
spend $8.15 for theater admissions and club dues, and $1.85 
for shirts. We spend 1 cent on theatrical scenery, and 25 
cents on sporting goods. We spend $21 on automobiles and 
parts, and $55 on men’s clothing. We spend $11 for candy 
and $41 for meats. We spend, finally, $30.73 for govern- 
ment expenses. 


Birth Control Here Now—Oficial figures show that 
105,900 of 846,700 married women of California are child- 
less. 
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A Much Appreciated Tribute to Physicians by a 
Business Man—The following boxed statement over the 
signature of John Breuner of the John Breuner Co., high- 
class furniture dealers of San Francisco, occupies a promi- 
nent and valuable place in his page advertisements in San 
Francisco newspapers: 

“Our Physicians and Surgeons— 

“T asked a noted physician the other day what he liked 
most about California. He said—‘The outstanding thing 
which impresses me more than anything else is the unself- 
ishness and generosity of the physicians and surgeons I 
have met here. Your doctors seem to have lost all thoughts 
of themselves in their desire to benefit humanity. No mat- 
ter what the case may be, your doctors are doing their very 
best for all, but especially for the poor people who cannot 
afford to pay for professional skill. The San Francisco bay 
section is fortunate indeed to have these very wonderful 
men who do not ask—“What am I going to get out of it, 
but rather, what can I put in.”’ 

“It was a new thought to me, and I feel the physicians 
and surgeons should know that they are being admired and 
complimented. It only goes to prove that there are finer 
things in this world than dollars. Our physicians and sur- 
geons furnish us with a new inspiration. 

“JOHN BREUNER.” 


Do Grapes Cure Syphilis?P—A reader who does not 
supply his name sends us a clipping from the health col- 
umn of a newspaper that is doing its bit in educating the 
public in medicine and public health, from which we cull 
the following: 

“Los Angeles, August 18, 1924. 

“Dear Dr.——: To give proof to ‘The Origin of Dis- 
eases’ in the , | wish to state: For the last fifteen years 
I lived on unfired food and fruits, have every-day exer- 
cise and air baths. About five years ago I contracted 
syphilis, and as it just was in time when the grapes are 
on the market, I started in (instinctive) and ate from two 
to four pounds grapes every day and nothing else, except 
a few crackers. Besides this J put on a truss every night 
and had three times the week Kneipp Guss (the writer 
probably means one of Father Knejpp’s therapeutic treat- 
ments). 

“So I was waiting for the time when that terrible dis- 
ease called syphilis get me by the throat and eat me up, 
piece for piece—but nothing happened. After four weeks 
passed, little pimples come up on some part of the body but 
they disappeared in three to five days. That was the heal- 
ing process—and few months after the inflammation of 
the eye, the blood rushes, and that copper red pimples— 
all gone. ; 

“The king of all diseases departed without losing any 
time, because he cannot find the soil, where he can grow on. 

“Respectfully, 
“FRItTz i 


Would You Not Like to See These Doctors’ Names? 
—In an amazing full-page illustrated newspaper article 
about the “rejuvenation” work of Doctor Clayton E. 
Wheeler of San Francisco and Los Angeles, by Mr. Charles 
E. Kurtzman, Publicity Director Caltfornia Theater, the 
statement is made that “Wheeler has numbers of letters” 
from physicians of “considerable note.” It would be inter- 
esting to see these letters. The publicity director of the 
California theater further says that, “though still a young 
man, comparatively, he has (italics ours) enjoyed the 
highest standing in the medical profession in California. 
Dr. Wheeler was formerly Stanford house surgeon at San 
Francisco Hospital; clinical instructor Stanford Univer- 
sity, and assistant gynecologist, San Francisco Hospital. It 
is not an extravagance of speech to state that he today is 
unquestionably the busiest and most popular physician- 
surgeon in America.” : 


Fees—Mr. G. N. McCain (Philadelphia Ledger) inves- 
tigated the question of alleged exorbitant doctors’ fees and 
found, says the Ohio Medical Journal, that, for example: 

“John W. Mackey, who knew the ups and downs of life 
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from miner’s cabin to palace, in 1893 contested his sur- 
geon’s bills, amounting to $12,500, for taking a bullet out 
of his back. 

“About the same time, he paid an attorney $26,500 for 
securing the probate of the will of a deceased millionaire 
for whom he was executor.” 

Here is what McCain concluded after making the inves- 
tigation: 

“Physicians’ incomes today, just as they were a quarter 
of a century or more ago, are overestimated by the public. 

“It is a subject upon which there is a vast amount of mis- 
information. 

“A great deal of charity work is done by every doctor, 
of which the world knows nothing. 

“Large fees, in the case of the very wealthy, counterbal- 
ance this class of service. 

“There are very few doctors who are not humanitar- 
ians; men with big hearts and kindly souls. 

“They ‘temper the wind to the shorn lamb.’” 





More Education About Cancer—A recent issue of the 
Dearborn Independent carries a picture and brief life his- 
tory of Doctor Bloodgood and a curious sort of a poorly 
written interview. by John D. Anderson on cancer. The 
interviewer makes the doctor say many things that all phy- 
sicians will endorse. Some of the alleged quotations also 
invade the field of the problematical. 





Real and False Health Advice—In a recent broad- 


cast talk upon this subject, the New York Commissioner 
of Health said: 


“In looking through the pages of magazines and news- 
Papers one is impressed with the large amount of space 
which is devoted to health articles and to advice on how 
to keep well. Many of these instructions are scientifically 
correct and beneficial if carefully followed out. Unfortu- 
nately, manufacturers of cure-alls, recognizing the popu- 
a of such articles, have not been slow to copy the same 
style. 

“Under these circumstances, how is the public to recog- 
nize the true from the false and thus be able to protect 
itself from the snares of the faker? 

“If you see a signed health article in the reading pages 

of a well-known magazine devoted largely to good fiction, 
yeu may be reasonably sure that the information given is 
correct; a really good publication cannot afford to jeopard- 
ize its reputation and so must be careful to know the pro- 
fessional standing of everyone who writes for it. Beware, 
however, of the magazine which rides a hobby or which is 
the. mouthpiece of a cult or sect. There is no one set rule 
or method of curing all ills and the more thoroughly one 
learns this fact the less likely will he be to follow false 
prophets. 
_. It is far harder to give a general rule regarding health 
items in newspapers.. Manr of them carry syndicated col- 
umns written by well-known health authorities; but at least 
one large metropolitan newspaper has regularly carried a 
column written by-a man of no professional standing. The 
best was to find out: whether the writer of your favorite 
health column is a man of high standing or not is to ask 
yous own physician or your health officer. 

“There is one type of health column which is vicious and 
extremely ‘misleading, namely, that kind which leads you 
to believe that you can make up simple remedies at home 
by. mixing a few well-known ingredients purchased at the 
drug store. Invariably it will be found that one of these 
ingredients is not a common well-known substance but a 
secret preparation manufactured by the concern inserting 
the advertisement—for that is what it amounts to. Don’t 
allow yourself to be taken in by this simple trick. 

“Place little faith in the published statements by pugil- 
ists, popular stage favorites, ministers and others in the 
public eye on health, beauty. or. the beneficial effect of 
remedies. They are paid well to be partial. 

“Remember, moreover, that what is one man’s meat is 
another man’s poison, What has benefited one person may 
be the worst possible remedy for you to take.” 





The Sheppard-Towner Law—Federal ‘and state gov- 
ernments have expended $1,688,047.12 for the purposes of 
the. Sheppard-Towner Act during the first months after its 
passage. . 

Federal grants to the states during this period for mater- 
nity. and infancy work totaled $1,046,523.56. State appro- 
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priations made to match federal funds totaled $641,523.56. 
In 1922 payments were made to forty-three states, twenty- 
eight of which matched the federal grant in full or in 
part. In 1923 forty-one states received grants for maternity 
and infancy work, thirty-five of which matched the allot- 
ment in full or in part. Kansas, Illinois, Vermont, Maine, 
Massachusetts, Connecticut and Rhode Island have not 
accepted the provisions of the Act. 

Administration of the Sheppard-Towner Act is under 
the control of a federal government bureau in Washington. 
In a recent report issued by this bureau, claims are made 
that they have: 

“Stimulated state activities in maternal and infant hy- 
giene. 

“Maintained the principle of local initiative and respon- 
sibility. 

“Improved the quality of the work being done for 
mothers and babies by disseminating through a central 
source—the’ federal government—the results of scientific 
research and methods of work which have been found to 
operate successfully. 

“Increased state appropriations with the passage of the 
Act.” 

“Activities under the Act,” says the report, “have in- 
cluded the employment of physicians, public health nurses, 
dentists, dietitians, health teachers and social workers, on 
staffs of health departments; education of the public 
through lectures, demonstrations, exhibits, films, etc.; ma- 
ternity consultations or centers; mothers’ classes, corre- 
spondence courses and other forms of work for mothers; 
training and supervision of midwives, health conferences ; 
dental clinics; nutrition classes; inspection of maternity 
and children’s homes. Much of the work has been directed 
toward taking to the rural mother and baby the health 
facilities which the city mother has had for some time.” 

In other words, the practice of medicine in some of its 
most difficult phases with the federal and state govern- 
ment as “doctors.” 





Curing Cretins—Some editors, as well as some serious 
reviewers, have been “sold” to the “new discovery” that 
cretins can be benefited by a “form of gland rejuvenation!” 





Free Clinics to Prolong Life—Some of us have be- 
come excited over the speed with which figures and slogans 
are prolonging life. Each statistician goes his predecessor 
one better, or five or ten years better, in announcing longer 
life with such frequency that we are all liable to be cente- 
narians by Christmas. The chance to take advantage of 
already prepared publicity has at last—rather tardily— 
borne fruit with a new line of “life-prolonging clinics.” 
They have found an “angel” and the preliminary an- 
nouncements sound like an echo of all the health slogans 
that have passed hurriedly across the stage of life during 
the last few years. They are going to do precisely the 
same things that others have been doing, but they propose 
to succeed by “starting their work from a new angle.” 





How One Doctor Gained Notoriety at the Expense 
of the Good Name of His Profession—Some news- 
papers have been taking quite a wallop out of all doctors 
again because one who works under our banner prized 
notoriety more than he did his ethics. It is said that this 
doctor ordered a nurse to let a newly born idiot of the 
Mongol type starve to death.’ She refused to obey orders 
and reported the matter to the press. In addition to pages 
of “news,” this probably untrue incident has led to some 
editorial moralizing largely condemnatory of physicians in 
general. 





Another Specialist Takes a Fall Out of Members of 
His Profession—‘“An oculist of international reputation,” 
according to an editorial in a recent popular magazine 
read by millions of people, induced the editor to call atten- 
tion to an eye trouble occurring in persons of mature years 
as the “outgrowth of neglect brought about by mistaken 
diagnosis on the part of general practitioners.” The edi- 
torial goes on to say, upon the authority of this great 
oculist, that: “A patient appears at the office of his 
family physician and complains of failing sight. Anexam- 
ination is made and the verdict given: ‘You are suffering 
from a cataract. ‘Nothing should be done at this time, but 
if you will report to me every few weeks I will watch it 
and will send you to an oculist for an operation when the 
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proper time comes.’ After a lapse of months, or even 
years, the unhappy patient comes under the care of an 
oculist, who discovers that he is suffering not from cataract 
but from an advanced and incurable case of hardening of 
the eye, of glaucoma in some one of its dozen forms. Blind- 
ness is inevitable and nothing can be done to prevent it.” 
Not satisfied with insulting the intelligence of his col- 
leagues, this great oculist, who we suspect is nothing of the 
sort, goes on to imply that if the patient had come to him 
earlier, the doctor could have saved his sight. This kind 
of medical snobbery and egoism manifests itself very fre- 
quently in public press dispatches, and is one of the most 
inexcusable and harmful practices of the present day. 


State Medical Leagues—Out of what is thought to be 
unsatisfactory functioning in some respects of state medical 
associations has developed the medical league idea. A 
number of states, notably California, Ohio and Maine, 
have organized state medical leagues to further the inter- 
ests of scientific medicine by campaigns of education. 
Other states, notably Iowa, have attempted to attack. the 
problem in various ways. 

Part of the history of state medical societies has been 
that legislative committees, campaign committees, publicity 
committees, have been appointed, have been considerably 
puffed up over recognition by their appointment, have gone 
to sleep as soon as the annual meeting was over, have been 
rudely awakened by the secretary on the approach of the 
next annual meeting, have hurriedly written rather flam- 
boyant reports which were read before the annual meeting 
and ordered placed on file—and that was about all the 
movements ever accomplished—Nebraska Medical Journal. 


Doctors Now Charged With Creating a Race of 
Weaklings—The public press recently gave some space to 
the charge made by a California preacher against doctors. 
This preacher is reported to have said that physical 
standards of the race are being lowered because the doctors 
are so successful in saving the lives of the “weak” and 


“inferior.” This class are notoriously successful propa- 
gators. 


New Radio Health Service—The San Francisco Bul- 
letin announces a new series of “the best hygiene talks ever 
given over the radio” by phominent members of the facul- 
ties of Stanford University and University of California 
Medical Schools. 

There are now scores of public health and personal 
health organizations; medical societies, general and local; 
groups of private physicians; individual physicians in 
private practice, as well as all sorts of “near medical” 
organizations and persons engaged in broadcasting health 
and medical advice. Much of it is good; much of it is of 
indifferent value; some of it is unwise and some of it is 
pure “personal puffery.” 

A friend of ours recently found his 6-year-old daughter 
with her head in the opening of the loud speaker, waving 
her arms and trying to interrupt “Uncle John” in the 
broadcasting of his bedtime stories. There is food for 
thought in this little story. 


An Experiment in Heart Clinics—According to news- 
paper stories several prominent women have donated $9000 
to be spent at the rate of $3000 a year by the University of 
California Medical School in a study of the need for and 
value of cardiac clinics. The experiment has been in 
operation one year, and Doctors W. P. Lucas and Edith 
Bronson report it a success. A group of children suffering 
from heart disease were selected from the total of 165 that 
were recorded in the various clinics. ‘ “Some of the cases, 
especially those following acute diseases, have been dis- 
charged as fully cured,” says the report. 


New Chiropractic Board Challenged—The first chiro- 
practic board appointed under their initiative law by Gov- 
ernor Richardson was ousted by court decision. The gov- 
ernor later appointed a second board. The fitness of its 
members has also been challenged by Joseph A. Sanford, 
president of the Western College of Chiropractic. Sanford 
claims there are ninety men in California qualified for 
membership on the board, but that none of them has been 
selected by the governor. 
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Newspaper Health Articles Influence Public—The 
report of a recent survey made by a group of Minnesota 
University students indicates that from 40 to 48 per cent of 
the 309 households (1197 members) read and studied the 
health news published by newspapers, and half of these 
follow the health instructions. 


Livening Up Figures—Under this heading the San 
Francisco Daily News, commenting editorially upon some 
recently released vital statistics, says: 


“Comes now the director of the California Bureau of 
Vital Statistics, who is statistically familiar with the 80,237 
babies born in his state the past year. These babies 
weighed 263 tons, meat and bones included. They were of 
assorted lengths, but placing them head to foot the director 
visions a line over twenty-five miles long. 

“You can see how easy it is to get the proportions by 
comparison. The average dressed steer weighs about 900 
pounds. Thus, 584% steers would represent, in meat, 
those 263 tons of baby. Quite a drove of cattle.” 


California Leads in Suicides—The Spectator, an insur- 
ance journal, reports 15.2 suicides per 100,000 of popula- 
tion. San Diego, according to the statistics, continued to 
have the highest proportion of suicides, the rate there being 


50.5. The Pacific Coast generally, as in former years, 
had a high rate. 


The Worst Bureaucratic Tendency of All—This is 
the designation given to the Children’s Bureau of the De- 
partment of Labor at Washington by the writer of a 
scathing article in the Dearborn Independent. 

This is only one of the frequent attacks that are now 
being made upon this probably the most political of all the 
political bureaus in Washington. Because the saving of 
children is a worthy effort, it does not necessarily endorse 
unworthy methods. 


How Could This Happen?—Quite a little “broadcast- 
ing” was indulged in recently to the detriment of the cause 
of better medicine and better hospitals over the reported 
refusal of the Vallejo General Hospital and the Solano 
County Hospital to admit a child desperately ill from 
burns. The child later died in the county hospital at Mar- 
tinez. 

The very first rule of any hospital worthy of the name 
is SERVICE first in any conceivable sort of an emergency, 
and questions afterward. 


The Public School Protective League at It Again— 
Some years ago the anti-health forces succeeded in secur- 
ing legislation changing anti-smallpox vaccination from 
the “required” to an “optional” status for school children. 
Under this “optional vaccination” law, smallpox has in- 
creased from an average of some 400 cases a year to an 
average of over 3000. 

These influences are now again after the University of 
California to change their rules about vaccination from- 
“required” to “optional.” They probably will not succeed 
this time, but they will continue to be eternally at it. 
These anti-medical progress people have plenty of money, 
and someone frequently gives them a new financial boost. 
Lotta Crabtree recently passed away leaving a $300,000 
foundation to be used in fighting scientific progress. by 


opposing in every way animal experimentation. What a 
monument! 


As Others See Us—Two doctors came downtown on a 
Sutter street car today, says a writer in the San Francisco 
Bulletin. Between Van Ness avenue and Market street 
they operated six times—without an anesthetic. One of 
them had a most interesting case. 

“We had to take out the sterna obregon in order to 
reach the capricornus resartus,” he said. 

“Is that so! Was there any matriculation?” 

“Oh, yes, naturally. We found considerable nux vomica 
action in the Babe Ruth tissue, and also a carbuncular 
matrix due to biogaenologicalicutinoys conditions. But I 
made a channel through the duolaterals and secured a fine 
kismet.” 

A passenger arose suddenly and staggered out to the 
back platform of the car. 

“My God!” he exclaimed to the conductor. 


“What 
chance has a Christian Scientist got‘in this world?” © ©“ 
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CONTRA COSTA COUNTY 


Contra Costa County Medical Society (reported by 
L. St. John Hely, secretary)—The regular monthly meet- 
ings of the Contra Costa County Medical Society were re- 
sumed this month after the summer vacations. 

Henry Harris, M. D., of San Francisco gave us a very 
complete and technical lecture on pathological and func- 
tional diseases of the heart. 

As the hour was late when the members assembled at the 
offices of Abbott & Hely, very little time was consumed 
in business matters. These will be taken up at the next 
meeting in October at Crockett, F. L. Horne, M. D., being 
host. 

The following members were present: F. L. Horne, 
Crockett; G. M. Bumgarner, Richmond; Denninger 
Keser, Richmond; J. T. Breneman, El Cerrito; C. R. 
Blake, Richmond; J. B. Spalding, Richmond; H. L. Car- 
penter, Richmond; P. C. Campbell, Richmond; Hall 
Vestal, Richmond; U. S. Abbott, Richmond; Rosa A. 
Powell, Richmond; Elizabeth Redmond, R. N., Richmond; 
L. St. John Hely, Richmond. 

After the meeting the members adjourned to Martin’s 
grill for refreshments. ~ 


FRESNO COUNTY 


Fresno County Medical Society (reported by T. 
Floyd Bell, secretary) —The regular meeting of the Fresno 
County Medical Society was held at the Hotel Fresno, 
October 7, 1924, at dinner. There were forty-seven mem- 
bers and fourteen visitors present. Members: Drs. Aller, 
Anderson, Barrett, Bell, Binkley, Burks, Collins, Couey, 
Cross, Craycroft, Drake, Diederich, Dearborn, Ellsworth, 
Hare, Jamgotchian, James, Jorgensen, Kjaerbye, Konig- 
macher, Levy, G. L. Long, Manson, Mathewson, Maupin, 
Miller, Mitchell, Morgan, Murayama, Milholland, Mc- 
Pheeters, Newton, Pettis, Pomeroy, Quimby, Schottstaedt 
Sheldon, Scorboro, Tillman, Trowbridge, Tupper, Van- 
derburgh, J. R. Walker, G. W. Walker, Wheeler and 
Wiese. Visitors: Drs. Morrow and Dillon of San Fran- 
cisco, Betts, Preston and McSwain of Visalia, Seligman of 
Dinuba, Campbell of Exeter, W. W. Tourtillott of Porter- 
ville, Meracle of Caruthers, J. W. Nicholson of Porter- 
ville, Nider, Fullmer, Dahlgren and Nesbit of Fresno. 

James R. Dillon, assistant clinical professor of surgery 
(genitourinary) at the Stanford University School of 
Medicine, gave an instructive paper on “Gonorrheal 
Rheumatism, Pathological and Clinical Study.” He illus- 
trated it by lantern slides of the vesicles and urethra. His 
paper covered the treatment, surgical and non-surgical, 
and the results obtained on his service at the San Francisco 
County Hospital, at the Stanford urological clinic and in 
his private practice. He stressed the removal of foci of 
infection in the genitourinary tract as well as removal of 
foci of infection elsewhere to cure arthritis. He showed 
also how impossible it was to remove these foci in the 
vesicles and the prostate in certain cases without radical 
removal of these organs. He showed the necessity of thor- 
ough study and investigation of each patient and also a 
variation of treatment to suit the particular conditions in 
each case. 

‘Howard Morrow, clinical professor of dermatology at 
the University of California. Medical School, gave a short 
paper on the treatment of é€arly syphilis, after which he 
showed a great many lantern slides of various skin mani- 
festations. He said that to treat lues properly one must 
know its pathology. An early diagnosis is most important, 
with the aid of the dark field or frequent Wassermann 
tests. It is equally important to treat vigorously to obtain 
favorable results: There are three drugs to be used as 
treatment—organic arsenic, mercury and the iodides. Sub- 
stitute preparations are sulpharsphenamin and tryparsamid. 
The former is especially good in Wasserman-test patients, 
the latter in neurolues. The lantern slides were of patients 
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with cancer of various kinds, syphilis, leprosy and other 
skin diseases. 

The applications of G. K. Nider of Fresno and C. B. 
Cowan of Selma were reported on favorably by the state 
secretary and passed by the board of censors. Tillman 
moved, Aller seconded, that they be elected to member- 
ship. Carried. 

On the morning of October 7, James R. Dillon of San 
Francisco conducted a clinic in urology at the General 
Hospital of Fresno, at which time he performed a perineal 
prostatectomy before a number of physicians interested in 
that type of work. 

Howard Morrow of San Francisco presented several 
cases of skin cancer before the staff of the General Hos- 
pital at luncheon, October 7. He discussed them according 
to diagnosis and type of treatment for the basal celled 
epithelioma and the squamous type. 

2 


MERCED COUNTY 


Merced County Medical Society (reported by Brett 
Davis, secretary)—The Merced County Medical Society 
met October 9 at the office of the secretary with the fol- 
lowing members present: Parker, Lilley, Mudd, Kylberg 
and Davis of Merced, Cotton of Atwater, Yocom of Chow- 
chilla, Bush of Los Banos and Trick of Dos Palos. 

Dr. 'H. Lisser of San Francisco gave an illustrated lec- 
ture on “The More Common Diseases of the Ductless 
Glands and Their Treatment.” Points were brought out 
about cases that showed only one gland affected and others 
in which more than one gland was affected. Many ques- 
tions were asked and answered. Photographs were shown 
illustrating some remarkable results that had been obtained 
by treatment, by mouth, of endocrine products. Dr. Lisser 
advised that when given by mouth endocrine gland prod- 
ucts should be salol coated. 

Drs. Cotton, Parker, Fountain and Lilley have taken a 
contract to do the accident and health work for Bent 
Brothers & F. Rolandi Construction Companies in the 
building of the Merced irrigation district’s big dam at 
Exchequer and the relocation of the Yosemite Valley 
railroad. . 


ORANGE COUNTY 


Orange County Medical Association (reported by 
D. R. Ball, secretary) —Dr. W. S. Wallace of Orange was 
elected to membership in our society at the meeting of 
September 2, transferred from the Clay County Society of 
Missouri. 

Dr. Foster E. Wilson of Huntington Beach died at 
Pasadena on July 23, 1924. 

Son of R. A. Cushman Dies—Allerton Rankin Cush- 
man, age 15, son of Dr. and Mrs. R. A. Cushman, died at 
the Santa Ana Valley Hospital September 16, following an 
illness of a week’s duration and six days after an opera- 
tion had been performed in an effort to save his life. 

& 


SACRAMENTO COUNTY 


Sacramento Society for Medical Improvement (re- 
ported by J. Hall, secretary)—The regular meeting of the 
Sacramento Society for Medical Improvement was held 
September 16, 1924, President Drysdale presiding. Mem- 
bers present, 31; visitors, 3. 

Minutes of previous meeting read and approved. 

Report of cases: Brendel reported a case of fracture, 
first and third lumbar vertebrae. Demonstrated the pa- 
tient after operation and also demonstrated the type of 
brace used. He stated that a spinal graft was fixed to the 
fourth lumbar to the tenth dorsal vertebra. Operation 
a on June 8, and patient leaves the brace off six hours 

aily. 

Yates showed an x-ray of massive collapse of right 
lung—post-operative. Case was discussed by Gundrum, 
who saw it in consultation. 

Beach reported a case of difficult diagnosis in kidney 
esion. 

Paper of the evening was presented by Rulison on 
“Diverticula of Descending and Pelvic Colon.” In his 
paper Rulison covered the pathology, history and incidence 
of diverticula. He divided them into true or false and 
gave the pathogenesis. He stated that 40 per cent of these 
give rise to no symptoms, He reported that Zimmerman 
found diverticula in 3 per cent gastrointestinal cases. He 
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then covered the subject of differential diagnosis and gave 
x-rays of four clinical groups: (1) Self limiting; (2) 
Diverticulis and peridiverticulitis with abscess and fistula; 
(3) Giving rise to acute or chronic obstruction; (4) Carci- 
noma development. 

Under the first heading he discussed the symptoms, diag- 
nosis and treatment in cases seen by himself. Under the 
second group of fistula he reported two cases, first show- 
ing pathology of appendix and tubes, and this patient was 
demonstrated to the society. Under the third heading men- 
tioned it was difficult to diagnose between carcinoma and 
hyperplasia associated with diverticulitis. He stated there 
were three things that militate against a smooth convales- 
cence after surgical treatment: First, the blood supply of 
the wall of the lower bowel is not as liberal as in the upper 
segments; necrosis is frequent due to failure of the blood 
supply. Second, we are dealing with the dirtiest segments 
of the alimentary tract. Third, when distention occurs 
about the third day, it is dealt with with difficulty and 
the distention decidedly interferes with healing. 

He showed a great many films demonstrating differential 
diagnosis and diverticula. This was a lengthy paper in 
so far as it completely covered the subject, but was short 
due to the clear and concise method of presentation. 

Discussion was opened by Pearson, who had seen two 
or three cases himself with Rulison. There was further 
discussion by Dunlap, Gundrum, Foster, Dillon, Beach, 
Johnson and James, and it was closed by Rulison. 

Under application for membership, E. C. Babcock was 
transferred by acclamation from Alameda county, and 
William M. Miller transferred from Riverside county. 

Case of Dr. Burden was taken up through the regular 
routine. 

Minutes of board of directors’ meeting read. 

Communications were read from Mrs. McGinn and the 
Physicians’ Exchange, which latter subject was discussed 
by Drysdale, Parkinson and Beattie. 

Dr. Crawford brought up the subject of the Reed-John- 
son bill, which was in effect that any ex-service man or 
woman be taken care of in any government hospital for 
any illness without charge. This was discussed by Rear- 
dan and Parkinson, and it was apparently the opinion of 
the society that it was a vicious measure. 

®& 


SAN BERNARDINO COUNTY 


San Bernardino County Medical Society (reported 
by E. J. Eytinge, secretary)—The society met at the San 
Bernardino County Hospital, October 7, 1924, with thirty 
members present, forty-six absent, twenty-two guests. 

The following officers were elected for the ensuing year: 
President, R. S. Gibbs; first vice-president, G. S. Landon; 
second vice-president, F. F. Abbott; secretary-treasurer, 
E. J. Eytinge; delegates to state convention, principals, 
R. S. Gibbs, E. J. Eytinge; alternates, P. M. Savage, A. T. 
Gage. 

The paper of the evening was by Roy W Hammack of 
Los Angeles on “Fungus Infections of Southern California.” 

® 


SAN DIEGO COUNTY 


San Diego County Notes (reported by Robert Pol- 
lock) —The September staff meetings of Mercy Hospital 
and the County General Hospital were held together in 
the auditorium of the latter institution. An excellent 
clinical program was presented by members of the county 
staff. Announcement was made that the medical staff of 
the County Hospital, the Medical Society and the county 
supervisors had worked out plans for the conduct of the 
hospital exclusively for the sick poor of the community. 
The question of interpretation of terms and investigation 
of the conditions of applicants was left entirely in the 
hands of Dr. Stephenson, the medical superintendent, and 
his corps of social workers. 

The regular meeting of the Medical Society for October 
14 takes the form of a dinner in the Pompeiian room of 
the San Diego Hotel, the after-dinner scientific program 
being furnished by Dr. Max Rothschild and his associates 
on the “state tubercular program.” Further account of 
this will be given later. 

The San Diego profession and that of the entire state 
mourns the death of Dr. Isaac Daniel Webster, whose 
medical leadership and broad human and civic interests 
had endeared him to us all. 

Mr. Milton A. McRae, a layman with broad experience 
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on hospital directorates, was recently nominated by the 
County Medical Society to represent them on the executive 
board of the Scripps Memorial Hospital, in accordance 
with certain legal provisions for the government of that 
institution. 

Dr. and Mrs. Homer C. Oatman recently returned from 
an extended trip abroad. The doctor looks as if it had 
done him worlds of good. 

George B. Worthington was recently elected by the 
board of health to the position of city health officer vice 
Alex M. Lesem, resigned. Dr. Lesem relinquished his 
position in the city in order to organize and broadly carry 
out plans for cementing together the various health inter- 
ests and public health organizations now existing through- 
out the county, with the view that every part of the county 
may enjoy the privileges of intelligent health censorship. 
Dr. Lesem has given much study to the specialty of public 
health and has a high conception. of the need of city, county 
and state public health efforts working harmoniously and 
effectively together. 

A liberal delegation from San Diego of doctors and 
others interested in hospital conduct and management will 
attend the hospital conference at Long Beach in November. 

An eye clinic will be held during November in San 
Diego, with a view to clarifying the situation in regard to 
certain eye conditions where there is at times a difference 
of opinion. It is hoped at this time that a definite con- 
clusion may be reached which will aid the health depart- 
ment in preventing infectious cases coming in contact with 
well children. = 


SAN FRANCISCO COUNTY 


Proceedings of the San Francisco County Medical 
Society (reported by J. H. Woolsey, secretary) —During 
September, 1924, the following meetings were held: 

Tuesday, September 2—Section on Medicine: 
genesis of amebic infections—W. T. Davidson. 
ical problem of intestinal protozoa—A. C. Reed. 

Tuesday, September 16—Section on Surgery: 
tion of the Fallopian tubes—L. A. Emge. 

Tuesday, September 23—Section on Eye, Ear, Nose and 
Throat: Treatment of diabetes by insulin, with special 
reference to fundus changes—R. E. Allen. Plastic surgery 
of the ear, with demonstration of a case—H. B. Graham. 

Tuesday, September 30—Section on Urology: Gonor- 
rheal rheumatism, a clinical and pathological study—J. R. 
Dillon. Treatment of movable kidney, surgical and medi- 
cal—C. P. Mathe. The continental urological clinics: 
Unusual routine practices—William E. Stevens. 

Proceedings of the Urological Section of the San 
Francisco County Medical Society, September 30, 
1924 (reported by Miley B. Wesson, chairman)—This 
meeting was attended by an audience that entirely filled 
the first floor of the auditorium and demonstrated conclu- 
sively that doctors, independent of their specialties, will 
turn out to any medical meeting if a program is offered 
that sounds as if something can be learned from the papers, 
which must be of general interest and be accompanied by 
carefully prepared discussions. 

The first paper, ‘Gonorrheal Rheumatism, a Clinical and 
Pathological Study,” was read by J. R. Dillon and was 
illustrated by a large number of lantern slides of sections 
of pathological seminal vesicles. Among other interesting 
points brought out were the following: Contrary to the 
generally accepted view, a long finger is not necessary to 
reach the seminal vesicles, a short finger and a knowledge 
of anatomy being sufficient; infection of the buccal mem- 
branes has a direct influence upon gonorrheal rheumatism, 
a coryza being sufficient to cause an acute exacerbation. 
The presence of gonococci in the urethra does not rule out 
infected teeth as the cause of the arthritis; “gonorrhea 
carriers” are not uncommon and may harbor. gonococci in 
the urethra, prostate or seminal vesicles for seven years 
or more; some people have a predisposition to gonorrheal 
rheumatism; seminal vesiculectomy will not insure against 
rheumatism with each succeeding urethritis; all forms of 
medical treatment should be tried before resorting to 
surgery. 

The discussion was opened by L. W. Ely, who said true 
gonorrheal arthritis is rare and, though the diagnosis is 
often made clinically, it is rarely confirmed pathologically ; 
the infection is never chronic but is always acute, since 
the organisms die quickly; the findings of organisms in a 
joint by means of aspiration is a question of luck; because 
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of the differences in joint pathology there is no danger of 
confusing infections from the teeth with those from the 
urethra; “egg-walking gait” with tenderness under the 
tubercle of the calcaneus is pathognomonic of an infection 
of the posterior urethra; the site of election in the male is 
the knee and in the female it is the wrist; finger infec- 
tions belong to the throat; for treatment use Torres’ anti- 
gonococcic serum as a fereign protein, wash joints with 
solutions of normal saline, or silver salts, use applications 
of ice in preference to heat, and never mobilize. 


A. L. Fisher said that the washing of a joint with any- 
thing but a penetrating dye is useless, since the living 
gonococci are in the superficial layers of the synovial 
membrane, while the exudate contains only dead organ- 
isms; inasmuch as the joints move and pain disappears as 
soon as the focus is cleared, the treatment belongs to the 
urologist or gynecologist and not to the orthopedist; that 
he uses a gonococcus vaccine, not because of any specificity, 
but because it has fewer bad effects than any other prepa- 
ration. 


L. C. Jacobs thinks that massage should be given a thor- 
ough trial before radical surgery is resorted to, for al- 
though it ‘is not a specific scientific procedure, neither is 
a seminal vesiculectomy, since patients are subject to 
gonorrheal rheumatism after they have submitted to an 
operation; foci of infections in the kidney and in urethral 
strictures must not be overlooked; lactogen is a very satis- 
factory foreign protein vaccine. 


A. B. Spalding asked: “Why so much gonorrhea and 
so little arthritis? What is the reason for the dispropor- 
tion? Why are cases that have been bedridden with 
immobile joints, for months, cured of all symptoms in a 
few hours?” He suggested that joint involvements occur 
only when there is no drainage; a wide dissection of an 
infectious focus, which affords free drainage, will result 
in a spectacular cure before the patient is out from under 
the influence of the anesthetic. 


The next paper was by C. P. Mathe on “Treatment of 
Movable Kidney, Surgically and Medically,” and was 
illustrated by a large number of interesting lantern slides. 
The paper was based upon a study of ninety cases, sixty 
treated with belts and thirty by surgery. The cases were 
thoroughly analyzed and the conclusions tabulated in 
charts. Many of the results were illustrated by parallel 
pyelograms taken before and after treatment. A number 
of anatomical and surgical pictures showed clearly the 
reason for failures of unscientifically performed nephro- 
pexies. Questionnaires sent to leading surgical centers 
elicited the information that in all cases belts were tried 
and that if relief was not obtained, surgery was then re- 
sorted to. As a result of the failures from bad technique, 
or wrong diagnoses, Kelly’s nephropexy has gradually 
fallen into disrepute and is in danger of becoming obsolete. 

Frank Hinman, in opening the discussion, said that the 
success of nephropexy depends primarily upon an accurate 
diagnosis of a movable kidney with symptoms. There is a 
definite symptom complex consisting of (1) pain, (2) gas- 
tro-intestinal symptoms and (3) nervousness. No opera- 
tion should be considered unless pain is present. The uro- 
logical diagnosis is more important than the clinical; fixa- 
tion of the ureter predisposes to kinks which form an 
internal valve resulting in a hydronephrosis; this may be 
congenital, as such a condition was recently found in a 
2-year-old girl. The failure of the operation may be due 
to bad methods; Kelly’s operation is best, but the ureter 
must be dissected free, and it is well to decapsulate the 
kidney because of a possible nephralgia. 

H. H. Markel believes ptosis of the kidney is generally 
congenital, occurring in the “carniverous type,”’ and can 
be cured by correcting the posture in early childhood, 
giving exercises which will correct the lordosis by flatten- 
ing out the protuberant abdomen, throwing out the chest 
and pulling in the chin. Orthostatic albuminuria is com- 
mon in this type and disappears with the correction of the 
lordosis. The left kidney is at fault, the left renal vein 
being pinched by a dragging of the superior mesenteric 
artery; hence, the albuminuria can be stopped or pro- 
duced at will by controlling the lordosis. He showed a 
large number of lantern slides, illustrating in detail the 
posture, method of treatment and the pathological rela- 
tionships of the kidney. 

W. E. Stevens considered that ptosis of the left kidney 
was always congenital, while that of the right was 
acquired. 
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The last paper was by W. E. Stevens on “The Conti- 
nental Urological Clinics: Unusual Routine Practices.” 
During the past summer he noticed particularly famous 
French surgeons operating in street clothes with rubber 
boots and rubber aprons; lack of pedicle clamps in 
nephrectomies; use of Tanno’s serum as a specific for 
chronic prostatitis; x-rays for anuria and tuberculous 
fistulae, in Vienna; x-ray instead of surgery for prostatic 
cancer; artificial malarial infections in treatment of neuro- 
syphilis; universal use of parasacral anesthesia in general 
surgery, in Budapest; Rivenol for tuberculosis of the blad- 
der, in Berlin; general anesthesia for simple cystoscopies, 
in Great Britain; suprapubic radical prostatectomy for 
cancer, in London; radical perineal prostatectomy for 
cancer, in Germany. 


Franklin Hospital Clinical Society (reported by 
Ewald Engerman, secretary)—The first meeting of the 
Franklin Hospital Clinical Society following the summer 
vacation period took place on the evening of September 15, 
1924, at the Franklin Hospital. 

The paper of the evening was ably presented by Miley 
B. Wesson, choosing for his subject, “Prostatic Median 
Bar, Its Complications and Treatment.” Dr. Wesson’s 
remarks were concise and to the point and the presentation 
proved instructive to all those present. The subject was 
fully illustrated by appropriate lantern slides. 

The subject was discussed by Michelson, Mathe, Eaton, 
Hartman and Kutzman. 

The San Francisco Colloquia Reopened—The inter- 
esting and worth-while Colloquia, so long a feature of the 
San Francisco Hospital, have been reconvened after the 
summer vacation. The Surgical Colloquium takes place 
every Thursday and the Medical every Friday morning at 
the hospital. Physicians are welcome. 

St. Francis Hospital Notes—Dr. Dwight M. Ervin, 
desiring to enter private practice, has resigned as pa- 
thologist to the hospital. 

Dr. A. M. Moody, formerly of Chicago, has been au- 
pointed to succeed Dr, Ervin. 

Dr. Moody’s reputation as laboratory director is a guar- 
antee that we can offer the very highest type of laboratory 
service. He will cordially welcome your co-operation and 
support in his work of further developing that department. 

Doctor John R. O’Neill has been selected to take charge 
of the newly installed electrocardiograph service. 


St. Joseph’s Hospital Activities — October 8, St. Jo- 
seph’s Hospital staff of San Francisco, A. S. Musante pre- 
siding, heard R. S. Rigdon speak on “Co-operation of 
General Practitioner and Urologist,” illustrated with illu- 
minated x-ray plates, including pyelograms and drawings. 
He urged more frequent consultations between general 
and special workers and opened his case summaries with 
one of sexual impotence, which urologists could not ex- 
plain, but was diagnosed as pernicious anemia by a gen- 
eral man. The latter often overlooks the diagnosis of 
genito-urinary lesion. Even urologists fail at times to 
ferret out cases in their specialty. An example given was 
a case of kidney pain and slight leucocytosis, which cleared 
up without a diagnosis, Neurasthenic types, with abdomi- 
nal kidney pain and apparent, though unexpected, re- 
covery after dilitation of ureters, were presented. The 
x-rays are a great aid to diagnosis, and a drawing of 
kidney outlines by roentgenologist is useful. Perirenal ab- 
scess does not show in picture often. Kidney tumors, 
which are rare, are shown up early sometimes which is 
very desirable, in pyelograms demonstrating distorted cali- 
ces, especially if taken at intervals of six months or so; 
otherwise the diagnosis is too late. An unusual case of 
urinary fistula, due to a distended and misplaced pelvis 
which was injured during an appendectomy, was shown. 
Another, a case of hematuria associated with a shadow 
apparently connected with a ureter, turned out to be vesi- 
cal papilloma and the shadow a calcified gland. L. B. 
Crow, in discussing, pointed out that stones should not be 
diagnosed without the co-operation of the urologist. W. T. 
Cummins inquired about cancerous prostate and blood 
urea in these patients. Rigdon closed by saying that 25 
per cent of his prostates were cancerous and that a high 
urea estimation constituted a dangerous operative risk, 
which must be taken in urgent surgery. 

W. T. Cummins spoke of “Hospital Notes from the 
East.’ The Philadelphia Dermatological Laboratory was 
described, and sulpharsphemine declared to be proving a 
success there. At the University of Pennsylvania cocci- 





November, 1924 


dioides culture and comparative pathological study were 
attracting special attention. In New York research work 
was concerned with the scarlet fever work of Dick and 
his test resembling the Schick diphtheria reactions. ‘Three 
distinct types of streptococci are being differentiated in 
this disease. Roosevelt and Hahnemann Hospitals were 
described, the latter’s biochemical work being stressed. A 
new table covering was encountered there which resembles 
cork linoleum, and is acid and alkali-proof. At the Rocke- 
feller Institute chickenpox was centered upon just then. 
In Boston, Joslin was training his patients on diabetes, 
especially the diet. Blood glucose was the basis used for 
insulin activity. There is wide acceptance of the normal 
glucose in urine. In Cleveland, pathologists were working 
upon thyroids, following Aschoff’s ideas. Colormetric 
rather than titration methods were being developed at 
Western Reserve University. Creatinin work is being 
standardized for late stages of nephritis. The uric acid 
determination has not yet brought out, a uniform technique. 
Chemical examination of blood is being given more im- 
portance than urine. In Cuba, tropical diseases are being 
studied intensively. A plea for more general routine tests 
of patients was made. 

Case reports were presented by Drs. J. C. Newton (cir- 
culatory lues), Ethan Smith (carcinoma metastasis in 
femur), L. J. Overstreet (hemiplegia), and Curtis Smith 
(chronic nephritis and x-ray visualization of gall-bladder 
with sodium tetratbromphenolphthalein). 

F. C. Keck presented the doctors’ library twelves vol- 
umes of portfolios and fifteen framed colored engravings 
on dermatology. 

Miss Mabel Adams Ayer reported her success in the 
student nurses’ library, which is already composed of hun- 
dreds of volumes. 


SONOMA COUNTY 


Sonoma County Medical Society (reported by N. 
Juell, secretary) —A meeting was held at Santa Rosa, 
October 9. Twelve members present, twenty-eight absent, 
two visitors. 7 

G. A. Hunt delivered an address on “Blood in Health 
and Disease,” illustrated by microscopic slides. Fulmer 
discussed the importance of blood examinations in infancy 
and childhood. Shaw spoke on the technique of blood 
transfusion. Bonar on blood in diabetes. A discussion of 
the merit of the autohemic theory, consisting of injecting 
a dilution of the patient’s own blood intravenously, fol- 
lowed. Several of the members present had tried it with 
success in selected cases. 


EXTENSION LECTURE SERVICE 


The following members of the California Medical As- 
sociation have furnished titles of lectures they are now 
prepared to deliver at county society meetings. County sec- 
retaries may obtain speakers from this list either through 
the state office or by direct communication with the lec- 
turer desired. 

Th co-operation of the members in this branch of so- 
ciety work is gratifying. While the list is temporarily 
closed and will be sent as now published to the secre- 
taries of all county medical societies, any member who is 
interested in this service may still furnish the secretary, 
as requested in the October number of CALIFORNIA AND 
WESTERN MepiciNE, with the titles of papers he is pre- 
pared to give. His name will then be filed for addition to 
the first revision of the Extension list. 

HANS BARKAN, M. D., 
516 Sutter Street, San Francisco. 
Headaches Due to Ocular Causes. 


z 
2. Industrial Aspects of Eye Injuries. 
3. Modern Methods of Cataract Operations. 
EDWIN |. BARTLETT, M. D., 
240 Stockton Street, San Francisco. 
1. The Use of the Exploratory Incision in the Diagnosis 
of Malignant Disease. 
When and How to Operate on the Breast. 
Simplified Classification of Breast Conditions, 
“Short-cuts” to Diagnosis. - 
Essential Points in Neck Dissections and Methods of 
Accomplishment. 


and 


W. W. BOARDMAN, M. D., 
350 Post Street, San Francisco. 
1. The Treatment of Coeseee as. 
2. Lyon’s Technique in the Diagnosis and Treatment of 
Biliary Tract Disease. ‘ 
3... Diagnosis. and Treatment. of .Gastro-Duddenal. Ulcer. 
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EDITH BRONSON, M. D., 
1289 Second Avenue, San Francisco. 
1. The Prevention of Heart Disease in Children. 
PHILIP KING BROWN, M. D., 
909 Hyde Street, San Francisco. 
. Any Subject Connected with Tuberculosis of the Lungs 
and Its Treatment. 
Gastro-intestinal Conditions, Acute and Chronic. 
The Treatment of Auricular Fibrillation. 
The Surgical Treatment of Angina. (With Walter B. 
Coffey, San Francisco.) 


The Economic Aspect of Hypertension in Its Various 
Forms. 


JOSEPH CATTON. M. D., 
209 Post Street, San Francisco. 
The Injured Head. 
Treatment of Post-Traumatic Neuroses. 
The Doctor Looks at Crime. 
Mental Analysis. 
Practical Aspects of Autonomic Neurology. 
E. W. CLEARY, M. D., 
177 Post Street, San Francisco. 
1. Fractures of the Spine. (Lantern slides.) 


A. B. COOKE, M. D., 
606 South Hill Street, Los Angeles. 
The Nature and Management of Hyperthyroidism. 
The Classification and Differential Diagnosis of Goiters. 
Surgical Aspects of the Goiter Problem. 
Factors Other Than Operative Which Make for Sur- 
gical Mortality. 


JOHN FRANCIS COWAN, M. D.. 
Stanford University Hospital, San Francisco. 
Chronic Gastric and Duodenal Ulcer. 
Chronic Cholecystitis. 
Knee Joint Resection. 
Healing of Fractures. 
Ununited Fracture, Its Cause and Treatment. 
The Use of Fascial Transplants in Surgery. 
Necrosis of Costal Cartilage. 
(Doctor Cowan not available until after January 
1, 1925.) 
WILSON T. DAVIDSON, M. D., 
350 Post Street, San Francisco. : 
1. The Problem of Amebiasis in California. 
slides.) 
2. Intestinal Parasites. (Lantern slides.) 
3. Tropical Diseases in California. (Lantern slides.) 


ERNEST S. DU BRAY, M. D., 
870 Market Street, San Francisco. 
Insulin Therapy in Diabetes. 
The Management of Hypertension. : 
Transient Glycosurias and the Early Diagnosis of Dia- 
betes Mellitus. 
Overweight, and Allied Medical Problems. 


. A. EMGE, M. D., E 

350 Post Street, San Francisco. ° 
Sterility. ‘ 
The Transsufflation of Uterine, T ubes. | . 
What Can the Clinician Learn From Cancer Research’ 
The Lacerated Cervix. 


(Lantern 


ERNEST H. FALCONER, M. D., 
380 Post Street, San Francisco. : 

1. The Diagnosis of Pernicious Anemia, (Lantern slides.) 

2. The Treatment of Severe Anemias. (Lantern slides.) 

3. The Classification and Diagnosis of the Hemorrhagic 
Diseases. (Lantern slides.) 

4. The Spleen and Its Relationship to Diseases of the 
Blood-Forming Organs. (Lantern slides.) 


ARTHUR C. GIBSON, M. D., 
St. Luke’s Hospital, San Francisco. oe 
. Pan-Sinusitis with Suggestions for Rational Therapy. 
Chronic Catarrhal Otitis Media .with Discussion of 
Causes, Treatment and Results. 
Causes of Chronic Otitis Media with Discussion of 
Treatment and Results. a 
The Mastoid—Its Complication, Diagnosis, Treatment 
with Results. 
Combined Intranasal and External Tear 
tions with Results (Totimosher Method). 


A. GOTTLIEB, M. D., 
605 Consolidated Realty Building, Los Angeles. 
General Etiology of Deformities. 
Talipes. 
Static Foot Defects. (Lantern slides.) 
Preservation and Restoration of Function 
juries. 


. W. HARVEY, M. D., 
380 Post Street, San Francisco. 
1. The Personality of the Patient. 
2. The Vegetative Nervous System. , 
3. Vocational Education in the Rehabilitation of Neryous 
Cases. 


Sac Opera- 


After In- 


FRANK perene ae Re 5 

‘ P treet, San Francisco. 
2, = 8 all te of a Complete Urological Examination. 
2. Renal Counterbalance in Relation_to Renal Surgery. 
3. Relation of Kidney; Structure to Function. 
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SAMUEL H. HURWITZ, M. D., 
516 Sutter Street, San Francisco. 

1. The Significance and Treatment of High Blood Pres- 
sure. 

2. Present Day ,Treatment of Asthma and Hay Fever. 

3. The Treatment of Diabetes with Insulin. 

(if desired, Doctor Hurwitz will present a clinic in 

connection with any of these subjects.) 





NELSON W. JANNEY, M. D., 
Pacific Mutual Building, Los Angeles. 
Treatment of Diabetes Mellitus with Special Refer- 
ence to the Problems of the General Practitioner. 
The Diagnosis and Treatment of Endocrine Diseases. 
The Problem of Obesity. 
The Treatment of Toxic and Non-Toxic Goitre. 


moor 





W. H. KELLOGG, M. D., 
State Hygienic Laboratory, Berkeley. 


1. The Problem of Diphtheria. 

2. Present Status of the Schick Test and Immunization 
Against Diphtheria. 

3. The Practicing Physician and Preventive Medicine. 

4. The Old and the New Public Health. 

5. Immunologic Reactions of Especial Interest to the 


Practicing Physician. 





WILLIAM J. KERR, M. 

University California Hospital, San Francisco. 

The Cardiac Irregularities: Their Recognition, Prog- 
nosis and Treatment. 

The Management of Heart Failure. 

The Place of Drugs in the Treatment of Heart Disease. 

The Exanthemata; Their Diagnosis and Treatment. 

Thyroid Disease; Modern Conceptions of Diagnosis 
and Treatment. 

The Pneumonia Situation on the Pacific Coast. 


> gee 





ALSON R. KILGORE, M. D., 

391 Sutter Street, San Francisco. 

1. Excision of Tissue for Tumor Diagnosis. 

2 “ates -Cancerous Lesions of the Breast. 
slides. 

The Diagnosis of Bone Tumors, Clinically, by X-ray 
and at Exploration—Operative Indications of Each. 
(Lantern slides.) 

4. When Shall We Use Radium Instead of Surgery for 

Cancer? 


(Lantern 


oo 





FRED H. KRUSE, M. D., 
380 Post Street, San Francisco. 
1. The Irritable Colon. 
2. Peptic Ulcer. 
3. Clinical Studies in Thyroid Disease. 





RALPH H. KUHNS, M. D.. 
135 Stockton Street, San Francisco. 
1. Nervous Children. 
2. Chorea in Children; Prognosis and Treatment. 


Premature Infants; Care and Feeding. 
Communicable Diseases in Children. 
(If desired, Doctor Kuhns will present clinics on 
Infant Feeding, Infant Welfare Conferences, and 
Diseases of Children.) 


3. The Significance of Meningeal Symptoms in Children. 

4. Facts and Fallacies in Breast Feeding. 

5. Bronchial Asthma in Children; Diagnosis and Treat- 
ment. 

6. Infant Feeding Methods Simplified for the General 

: Practitioner. 

8. 





G. CARL H. McPHEETERS, M. D., 
1021 Mattei Building, Fresno. 
1. Obstetrics vs. Midwifery. 
2. Prenatal Care in Obstetrics. (Lantern slides.) 
3. Care of the Abdomen and Breasts in Pregnancy. (Lan- 
tern slides.) 
4. The Toxemias of Pregnancy and Their Treatments. 
5. Obstetrics the Stronghold of Medicine Today. 


HIRAM E. MILLER, M. D 
380 Post Street, San ierehese, 
a Lues—Diagnosis and Treatment with Special Refer- 
ence to the New Arsenic and Bismuth Preparations. 
(Lantern slides.) 


GEORGE WARREN PIERCE, M. D., 
870 Market Street, San Francisco. 
1. Plastic Surgery in Civil Practice—A Resumé of New 
Methods. (Lantern slides.) 
2. Care of the Injured Hand. 
grams.) 


Vv. H. PODSTATA, M. D., 
The Livermore Sanitarium, Livermore. 
1. Preventive Psychiatry. 
2. The Unusual Children. 
3. Psychotherapy and General Medicine. 
(Doctor Podstata not available on Tuesdays.) 


J. MARION READ, M. D., 
870 Market Street, San Francisco. 

a The Management of Exophthalmic Goitre. 
slides 

2, The Relationship of Pulse Rate and Pulse Pressure to 
Basal Metabolic Rate. (Lantern slides.) 

3. The Use and Limitations of Iodin in the Treatment of 

4 








(Lantern slides and dia- 








(Lantern 


Goitre. (Lantern slides.) 
Basal Metabolism; Its Meaning and Clinical Value. 
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ALFRED Cc. REED, M. D., 
280 Post Street, San Francisco. 
Heart Disease in Everyday Practice. 
2. Intestinal Protozoa and Amediasis. 
3. Vitamines and Food Deficiencies. 
4. The Management of Asthma. 
5. Tropical Diseases in California. (Lantern slides.) 
R. L. RICHARDS, M. D., 
380 Post Street, San Francisco. 
1. Mental Difficulties of Children. 
2. Medical Reasons for Failure. 





EMMET RIXFORD, M. D., 
1795 California Street. San Francisco. 

1. Mechanics of Production of Fractures. 
slides.) 

General Principles of Treatment of Fractures. 

Uleer of the Stomach and Duodenum. 

Cancer of the Stomach. 

Cancer of the Colon and Rectum. 


MAX ROTHSCHILD, M. D., 

380 Post Street, San Francisco. 

The Early Diagnasis of Pulmonary Tuberculosis. 

The Diagnosis and Treatment of Tuberculosis of Bron- 
chial Glands in Children. (Lantern slides.) 

The Problem of Immunity in Tuberculosis. 

The Treatment of Tuberculosis with Specific Reme- 
dies. (Lantern slides.) 

The Treatment of Tuberculosis with Non-Specific 
Remedies, with Especial Reference to Pneumothorax 
Treatment. (Lantern slides.) 


JOHN HUNT SHEPARD, M. D., 
Growers Bank Building, San Jose. 
1. The Treatment of Thyrotoxicosis. 


LAURENCE R. TAUSSIG, M. D., 
380 Post Street, San Francisco. 
1. Malignancies of the Skin, Their Diagnosis and Treat- 
ment. (Lantern slides.) 


E. B. TOWNE, M. D., 

Stanford U niversity "Hospital, San Francisco. 

1. Recent Advances in the Localization and Treatment 
of Tumors of the Brain. (Lantern slides.) (If de- 
sired, the three principal topics of this paper will be 
given as separate papers as follows): 

a. The Value of Cerebral Pneumograms in the Lo- 
calization of Tumors of the Brain. (Lantern 
slides and case reports.) 

b. Proliferation of the Skull Overlying Meningeal 
Tumors. (Lantern slides and case reports.) 

ec. Calcification in Tumors of the Brain. (Lantern 
slides and case reports.) 

Diseases of the Pituitary Gland. 

Gunshot Wounds of the Brain. 

Fracture-Dislocations of the Carpal Bones. 


WILLIAM C. VOORSANGER, M. D., 
177 Post Street, San Francisco. 

1. Pulmonary Conditions Wrongly Diagnosed as Tuber- 
culosis. (Lantern slides.) 

Tuberculosis Laryngitis—Is It Curable? 
as a Remedy. 

ay ie Complications in Pulmonary Tuber- 
culosis, 

Artificial Pneumothorax in the Treatment of Pulmo- 
nary Tuberculosis. 

What Do Tuberculin and Vaccines Really Accomplish 
in the Treatment of Pulmonary Tuberculosis? 

Advances in the Diagnosis of Pulmonary Tuberculosis. 

Suggestions on the Importance of the Sanitarium in 
the Treatment of Pulmonary Tuberculosis. 


JAMES T. WATKINS, M. D., 
909 Hyde Street, San Francisc 
1. The Cure of Spastic Paralysis (Little)—The Austra- 
lian Operation. 
The Treatment of Fractures. (Lantern slides.) 
The Treatment of Joint Disabilities Due to Trauma. 
(Lantern slides.) 


MILEY B. WESSON, M. D., 
SS Market Street, "San Francisco. 
Urethritis and Sequellae. (Lantern slides.) 
Diseases of the Prostate; Their Treatment—Medical 
and Surgical. (Lantern slides.) 
The Prostatic Median Bar; Complications and Treat- 
ment. (Lantern slides.) 
Diseases of the Bladder; Symptoms and Treatment. 
(Lantern slides.) 
5. Diseases of the Kidney and Ureter; Symptoms and 
Treatment. (Lantern slides.) 
6. Cysts of the Prostate and Urethra. 


HAROLD W. WRIGHT, M. D., 
870 Market Street, San Francisco. 
1. The Prognosis in the Psychoses with Remarks on the 
Relation of General Hospitals to Psychiatric Service. 
2. The Ps we choses of the Puerperal State. 
3. The Differential Diagnosis of Sciatic Pain. 


(Lantern 
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(Lantern slides.) 





Malpractice Defense and Explaining “Optional 
Medical Defense”—Under the initiative of George H. 
Kress a group of prominent members of the Los Angeles 
County Medical Association have issued a circular of in- 
formation to their members about “Optional Medical De- 














* November, 1924 


” 


fense.” This little pamphlet is such a clear exposition of 
the subject that it is reproduced herewith: 


“Dear Doctor: This is to be a heart-to-heart talk, from 
some fellow-members of the Los Angeles County Medical 
Association, in the hope that you will see fit to co-operate 
in protecting your own personal and professional interests. 
(Yours, not Dr. Jones’ or Dr. Smith’s.) 


“No-M. D. is Exempt From the Possibility of a Malprac- 
tice Suit—We all aim to practice our profession to avoid 
malpractice suits, but this misfortune is apt to come to any 
one of us (whether we specialize in surgery or not), out 
of a clear sky, just as it has come to many of our col- 
leagues who have been sued. If you are a ‘doubting 
Thomas,’ ask any one of them. Ask them how they felt 
when first notified, and how grateful they were later to 
the State Society attorneys. 


“A Malpractice Suit and Your Professional Career—A 
malpractice suit, with its attendant newspaper publicity, 
can work serious damage to your reputation, no matter 
how many years you may have efficiently and altruistically 
worked in public health endeavor. 

“A man is foolish not to seek to guard to the utmost what 
has taken years of his best life to build up and accumulate. 


“How Were You Legally Protected in the Past?—Our 
California State Medical Society formerly operated a mu- 
tual indemnity association, called the Indemnity Defense 
Fund for those who joined it, and also afforded legal de- 
fense to every member as a prerequisite of membership. 


“Why Did Our State Society Give Up This Indemnity 
Feature ?—Because the very large number of suits, high 
court costs, and some settlements out of court in order to 
avoid undesirable newspaper publicity, that would seri- 
ously damage any doctor’s reputation, ran into so large a 
sum that our State Medical Society could not carry this 
heavy financial burden on so slight a financial margin. 


“There was only one way out and that was to give up 


this guarantee of defense as a society, for otherwise we. 


were faced with possible bankruptcy and each of us could 
have been held liable for the debts. All this has been ex- 
plained in our state journal and at our annual state 
society meetings. 

“On What Date Did Our State Society Give Up Mal- 
practice Defense ?—On July 1, 1924, our State Society dis- 
continued malpractice defense in all cases of asserted mal- 
practice arising in patients treated after that date. 


“Our State Society is in honor bound to defend all col- 
leagues in suits arising from services rendered prior to 
that date, and it will probably take several years before 
all such cases are off the court dockets. 


“Every Sane M.D. Carries a Malpractice Defense Pol- 
icy—Just as every sane man carries fire insurance, so 
every professional man should carry malpractice defense 
protection. Courts are always expensive things, but in mal- 
practice cases, lawyers of a certain type can use such tac- 
tics that the M. D. who has not an organized legal back- 
ing from a private malpractice defense company or a state 
medical society mutual defense organization, is at a tre- 
mendous disadvantage, and the odds are all in favor of 
his being seriously damaged both professionally and finan- 
cially. 

“It is assumed, therefore, that every wise state medical 
society member is carrying today a malpractice defense 
policy in one of the private companies, 

“Do These Private Companies Give all the Protection 
We Medical Men Need?—Private medical defense corpo- 
rations are like all other insurance corporations, They 
give protection, etc., but they run their business, not on 
sentiment, but on cold dollars and cents lines. 

“Among other considerations they charge premiums to 
cover their expenses, and if they must pay extra high 
medical expert fees, etc., that means that the annual cost 
of your premium may be increased, etc. 

“If on the other hand, experts’ fees, etc., can be kept 
down to a minimum, etc., then you are less apt to be 
called upon to pay a large and larger premium as the 
years go by, for exactly the same amount of protection. 

“Could an Associated Legal Staff Be of Advantage to 
the Legal Staff of the Private Insurance Corporation ?— 

It certainly could. If, for instance, the wonderful legal 
organization of our State Medical Society, which has been 
built up by Mr. Hartley Peart of San Francisco and Mr. 
Hubert Morrow of Los Angeles could be kept intact, then 
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the legal interests of every one of us would be greatly 
safeguarded. 


“These men know us as if they were doctors themselves 
They know when to fight hard and when to compromise. 
They know, through their past experiences what the total 
cost to a man’s reputation will be in most of these cases. 


“They stand in the same relation to us as if each one 
of us had a brother who happened to be a lawyer with 
an extra wide and expert knowledge of malpractice pro- 
cedure. 


“If you were sued, would you not find it most com- 
forting to know that this sympathetic, interested friend, 
with his expert knowledge, would stand shoulder to shoul- 
der with the stranger attorney whom the private insurance 
company would put in charge of your case? No matter 
how able this stranger attorney might be, he could not 
but be aided by these state society attorneys who have 
handled more of these cases than any other men in Cali- 
fornia in recent years, and who personally know more 
doctors than anyone outside the profession. 


“Would It Be Desirable to Retain This Legal Staff of 
Our State Medical Society?—It certainly would. 


“As a matter of fact, the importance and desirability of 
this appealed so intensely to certain members of our State 
Medical Society who, through years of inside knowledge 
of the work of our state society malpractice defense, that 
they formed an organization for that very end. 


“This organization took over the former name of our 
State Medical Society, namely, ‘The Medical Society of 
the State of California.’ (Our State Medical Society, for 
uniformity with other state societies being now known, 
at the suggestion of the A. M. A., as the ‘California 
Medical Association.’ ) 


“This new organization, ‘The Medical Society of the 
State of California’ and its ‘Optional Medical Defense,’ 
with nominal dues of $10 annually or $5 semi-annually, 
as per enclosed application card, makes available for every 
member associating himself with it, our general counsel, 
assistant general counsel, and their statewide staff of as- 
sistants. It will also endeavor to eliminate in every pos- 
sible way the common causes of suits so frequently aris- 
ing, among other sources, from utter misconceptions of 
what medical science can do for the patient. It is also be- 
lieved that this organization will furnish an invaluable 
aid in keeping in touch with the insurance situation in this 
field and that it will assist in enabling the companies to 
maintain a reasonable premium rate. 

“The Medical Society of the State-of California (a sub- 
organization of the California Medical Association, deal- 
ing with the elimination and handling of malpractice mat- 
ters for its members) is under the management of a board 
of seven trustees. Those first elected are James H. Parkin- 
son, Sacramento; Saxton T. Pope, San Francisco; Wil- 
liam T. McArthur, Los Angeles; George H. Kress, Los 
Angeles; T. C. Edwards, Salinas; Rene Bine, San Fran- 
cisco; and Charles L. Curtiss, Redlands. The executive 
committee is James H. Parkinson, chairman; T. C. Ed- 
wards, Rene Bine, and Emma W. Pope, secretary. 

“Don’t Think This is Just Sentiment That We Are 
Writing About—At a recent meeting of the Board of 
Councilors of the Los Angeles County Medical Associa- 
tion, one member stated that his malpractice defense policy 
premium in a private company had been increased to $500 
a year, and another spoke up and stated his had been in- 
creased to about $200 a year! It is true that they are in 
special practice, but they formerly relied greatly on the 
State Society defense and an ordinary policy in a private 
company. 

“Just as the private companies raised their premiums 
500 to 1000 pr cent, so may your ordinary policy pre- 
miums be raised. As a fatter of fact, one well known 
company already demands a $75 annual premium for the 
same type of policy for which two other companies charge 
$15 to $20. Keep these statements in mind, in case you do 
not co-operate now and later on find you will be obliged 
to pay out as much or more money for less. , 

“Also keep in mind—that this $10 that would keep in- 
tact the legal organization of your own lawyer friends of 
our State Society, you will probably pay to a private insur- 
ance company, if you do not co-operate in this effort. 

“And, in addition, remember that, with all deference 
to whatever defense the stranger attorneys give you, it 
will never be so good, that it would not probably have 
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been somewhat better because of the co-operation of 
Messrs. Peart, Morrow and their colleagues. 


“Our new sub-organization, the Medical Society of the 
State of Califorsia, will not only endeavor to investigate 
and eliminate some of the common sources of these actions, 
but through its legal staff will actively co-operate with 
the insurance carriers in the defense of cases, with particu- 
lar concern for the personal and professional features of 
the cases on the part of the members. 

“In conclusion: Do this now and so better protect your 
own interests.” 


California’s First Woman Physician—Sixty-seven of 
San Francisco’s prominent women physicians recently at- 
tended a birthday banquet at the Women’s Athletic Club 
in honor of Lucy F. Wanzer, one of the founders of the 
Children’s Hospital. Doctor Wanzer, who is 83 years of 
age, entered Toland College in 1873, and was graduated 
in 1876 and was admitted to membership in the State 
Medical Society the same year. Among the physicians 
attending the banquet were Doctors Anderson, Ash, At- 
kinson, Bertola, Brown, Booth, Barney, Campbell, Clinton, 
Cunningham, Christensen, Crabtree, Dannkruger, Denni- 
son, Donovan, Deal, Durgan, Frances Elliot, Lucille Elliot, 
Faverman, Feeley, Gompartz, Gifford, Holsclaw, Harriss, 
Havenner, Keyes, Kavanaugh, Layman, Leonard, La Fon- 
taine, Metzler, Macomber, Emma Merritt, Mahoney, Ma- 
crae, Morris, Olsen, Oldenburg, Nussbaum, Pope, Pen- 
nington, Paroni-Mead, Reid, Reisha, Rethevilm, Righetti, 
Rosencrantz, Selling, Stevens, Seagrave, Schultze, Shig- 
hain, Willits, Walker, Wood, Wanzer, Williams, Quimby, 
and Maxwell. 


Old Acquaintance Under New Name—Our contem- 
porary, the California State Journal of Medicine, 
which has for many years greeted us under this title, 
says American Medicine, has beeh changed to the con- 
cise and significant designation of California and 
Western Medicine. 


Affiliate Members—James Loughridge, Folsom, Calif. ; 
Gustavus Simmons, Box: 142, Inverness, Marin County, 
Calif. 

Associate Members—Clelia D. Mosher, 179 Lincoln 
avenue, Palo Alto, Calif.; Glanville Y. Rusk, University 
of California Hospital, San Francisco. 

Honorary Members—W. A. Edwards, 827 Security 
building, Los Angeles, Calif.; Thomas M. Hayden, Bank 
of Italy building, Fresno, Calif.; Arthur J. Herrmann, 
Box 1400, University Club, Los Angeles; James. Acker 
Mattison, “Military Service,’ Los Angeles; Fred H. Nel- 
son, “Military Service,’ Los Angeles; William F. Perry, 
304 South Broadway, Las Angeles; Albert C. Zaiser, 
Spurgeon building, Santa Ana, Calif. 





DEATHS 


Clark, John Rogers. Died at San Francisco, October 
13, 1924, age 58. Graduate-of Columbia University Col- 
lege of Physicians and Surgeons, New York, 1895. ‘He was 
formerly a member of the San Francisco County Medical 
Society, the California Medical Association and a Fellow 
of the American Medical Association. 


Cross, Samuel N. Died at Stockton, October 15, 1924. 
Graduate of Pulte Medical College, Cincinnati, 1877. Li- 
censed in California 1878. He was formerly a member of 
the San Joaquin County Medical Society, the California 
Medical Association and the American Medical Associa- 
tion. 

Fisher, James Melville. Died at Mayfield, October 3, 
1924, age 47. Graduate ofthe Hospital College of Medi- 
cine, Louisville, Kentucky, 1906.. Licensed. in California 
1917. He was a member of the Santa Clara County Medi- 
cal Society, the California Medical Association and the 
American Medical Association. 

Webster, I. Daniel. Died at San Diego, October 6; 
1924, age 59. Graduate of the University of Pennsylvania 
School of Medicine, Philadelphia, 1890. Licensed in ‘Cali« 
fornia 1908.° He was a member of: the San Diego. Couiity 
Medical ‘Society, the California Medical anenaien and 
the American Medical: Association. Ci ot % Lasé 
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ISAAC DANIEL WEBSTER, M. D. 
1865-1924 


Born in Pennsylvania of sturdy Quaker stock, Isaac 
Daniel Webster carried with him throughout a strenuous 
and fruitful life those sterling qualities for which the 
Friends have long been admired. 


After preliminary education in the little Quaker College 
of Swarthmore, he studied medicine at the University of 
Pennsylvania, which, needless to say, in the eighties had no 
peer, if indeed it has today: Graduated in 1890, and after 
an internship in University Hospital, Dr. Webster lost no 
time in getting at his life work, although from time to time 
during the busy years to follow he returned to his alma 
mater and other institutions for graduate study. After a 
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rather strenuous general practice in Minnesota for a num- 
ber of years, he came to California and opened offices in 
San Diego in 1908. Rapidly rising in his profession, we 
find him in 1912 president of the County Medical Society. 
He led an active campaign of reform in connection with 
the County Hospital which resulted in that institution 
being placed for the first time in the charge of a medical 
staff, appointed by the medical society, under which system 
the hospital has rapidly risen to the enviable position 
which it today enjoys. In recognition of his valuable 
services to the profession he was endorsed by the County 
Society to direct the new staff and act as medical superin- 
tendent for the hospital. While this was not a full time 
position and carried with it only a moderate salary, he 
entered energetically and constructively upon his new 
duties, and soon became recognized in his community as a 
valuable public servant. In fact, Dr. Webster was always 
guided in the direction of his energies more by the oppor- 
tunities for service than by financial considerations. This 
office he held for several years, until compelled by im- 
paired health to conserve his energies.. His interests in the 
general good later forced him to accept the position of 
medical superintendent of the public schools, in which his 
qualities of mind and heart showed to their best advantage, 
and which position he held until the time of his death. 


Dr. Webster’s interests were broad and diversified. De- 
nied by reason of broken health the athletic life in which 
he shone as a young man, he still retained his leadership 
of men: in the less strenuous pursuits. Besides his profes- 
sion and his home, he found a keen interest in literature, 
art and religion. He expressed a lively interest in and a 
deep appreciation of his duties as a citizen. He thought 
clearly, expressed himself forcefully and entertained the 
utmost tolerance for the views of others. 


| His friends and enemies—for no man of his strength of 
character can fail to make some enemies—respect his mem- 
ory and .can ee say, “There passes a real man, 
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Utah State Medical 
Association 


SOL G. KAHN, Salt Lake City 
WILLIAM L. RICH, M. D., Salt Lake 
J. U. GIESY, 512 Felt Bldg., Salt Lake City, 
Associate Editor for Utah 
LABORATORY DIAGNOSIS 

“Times and the manner change,” said the Latin. 
The negro put it, “The sun do move.” Little by 
little the profession adds to its armentarium against 
the insidious encroachments of disease. Laboratory 
diagnosis is being more and more emphasized. It 
has passed the experimental stage. Let any practi- 
tioner of medicine or surgery who has at his service 
the modern standardized facilities of a hospital com- 
pare the steps made in the last few years with those 
of the preceding decade. The refined technique of 
microscopy and internal chemistry have opened a 
vast field of availability to him in clearing the clouds 
of the diagnostic picture almost beyond the dreams 
of those who went before us—have converted as- 
sumption with its sense of uncertainty to a knowl- 
edge positive. 

Today the clinical laboratory stands in the posi- 
tion of the scout plane to an army—spotting the 
enemy’s positions, referring back the information 
so essential to a successful offensive of attack and 
the winning of the objective. Not so much as for- 
merly are .we groping in the dark. 

Routine in hospitals, the aid so useful to the hos- 
pital man, should be taken up still more widely by 
the man in the outer zone—the man without hos- 
pital facilities. Through state boards of health or 
through the nearest laboratory he should avail him- 
self as he may of this possible aid. A little time 
spent in investigating this availability will pay him 
a thousandfold. By mail or express this may be 
brought to his door with surprising promptness. Of 
course he must know how to read. He must famil- 
iarize himself sufficiently to interpret the findings 
made. But it is the part of the craftsman to learn 
the refinements of his trade. 


President 
Secretary 


INTERNECINE WARFARE 

Human nature does not change vastly, if we are 
to give much credence to history up to date. Since 
the days of Hamurabi the Babylonian, down through 
the Hippocratic period of the Greeks to the present 
day, the conduct of physicians toward their con- 
freres and their patients has been embodied in codes 
in an endeavor to in a measure combat the tenden- 
cies of mankind to drift into hedonism rather than 
follow the kinder gods of high ideals in the practice 
of their craft. 

No, human nature does not change, and a house 
divided against itself is in danger of falling at least. 
Never perhaps was the legitimate medical profes- 
sion more assailed by cults in its progress than in 
the present day. Chiros and orthos, Abramites and 
faith curists, all seek to impeach our art and batten 
on those who allow. their emotional ignorance to 
dominate their judgment for better or for worse— 
so often for the worst. And yet we fight among our- 
selves—we find ourselves appointing committees on 
“ethics” in our societies, in an endeavor to’ control 
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the activities of such of our own profession as seek 
to carry the unfair element, the abrogation of pro- 
fessional loyalty, into their professional work. In- 
ternecine warfare is the deadliest of all warfares, 
weakens a nation the most. Is it not about time that 
we adopt a broadminded, co-operative principle in 
our attitude toward each other, and those who apply 
to us for physical aid? Can we hope to. win or 
deserve the public confidence and respect if we do 
not earn it? Does unethical conduct pay? Tem- 
porarily in the individual instance it may—in a few 
dirty dollars, gained at the expense of our own self- 
respect and the reputation of a fellow craftsman, 
deliberately assailed, to enable us to accomplish what 
is little better than a theft of an individual case. 
But none of us knows it all. Each of us makes 
mistakes. It reminds one of the old-time toast: 


“There is so much good in the worst of us 
And so much bad in the best of us 

That it ill behooves any of us 

To criticize the rest of us.” 


Criticism in the sense meant is not constructive, 
but destructive, and can only weaken the morale of 
the professional body as a whole. 

A year ago the State Medical Association, in con- 
vention assembled, on the motion of Dr. J. C. Lan- 
denberger, rose and pledged itself to refrain from 
adverse criticism of one another, either personal or 
professional. ‘This was a vast move in the right 
direction—a true manifestation of a proper esprit 
de corps. That pledge was given viva voce—a 
word of honor. But a word of honor should be 
enough. For what does it profit a man to be with- 
out honor—to know in his own soul that his honor 
is foresworn, besmirched, or to his fellow man— 
dead? Honesty is still the best policy. Were we 
to present an unbroken front to criticism from 
without and refrain from criticism within, surely 
then we could dispense with. our committees on 
ethics, or else let those already appointed rot in 
desuetude, because not needed. 


Utah State Association News Notes (reported by 
J. U. Giesy, associate editor)—The councilors of the State 
Association, the committee on post-graduate work, and the 
committee on scientific work, met September 22, 1924, in 
joint session for the purpose of taking up the work for the. 
ensuing year and determining the date for the next state 
convention. 

It was decided to combine the post-graduate work with 
the state convention session, and it was recommended that 
the latter be held the first or second week of September, 
1925. The actual date was left to the decision of the 
program committee. 

It might not be amiss to once more call the attention of 
the local medicos of Salt Lake, and that of all visiting 
members of the fraternity, to the fact that there is a refer- 
ence library in the Public Library available for their use. 
The library committee of the Salt Lake County Society 
invites a greater use of the library, open six days and 
nights in the week. Furthermore, what better evidence of 
interest and good-will could any of us give than the dona- 
tion to this collection from time to time of some book or 
books, calculated to keep it up to date? There is a loan 
section as well as the main body of the library. In this 
any of us may place current volumes and still retain own- 
ership. Efforts are being made to collect valuable publica- 
tions which will eventually constitute authentic historical 
records of the progress of medical and surgical crafts- 
manship. Any of the members who don’t know what is 
up there waiting for their inspection should go up and 
find out. 

Along the same line there is talk of the establishment 
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by the staff of St. Marks’ Hospital of a memorial library 
on surgery, as a testimonial of esteem to the late Dr. John 
Critchlow. If plans carry out, this will be an endowed 
library standing as a permanent monument to Dr. Critch- 
low, in recognition of his skill and works. How better 
could the regard of his fellow workers be shown? Old 
friends, old books, both tried and proven. They are among 
the best of God’s gifts. 


Here’s one for the card of the cults. Of some sixty 
chiros registered in Utah last year, ten have moved away 
and ten are no longer practicing according to latest regis- 
tration department reports. 


Sixty little Indians fighting against “morte,” 
Twenty quit the game an’ that left—forty. 


With apologies to nobody under heaven. The cults come 
and go, but the regular profession stands like a strong 
rock against which the waves of emotionalism and super- 
stition and gullibility break in vain. Some things are 
self limited—work their own termination in time. 


The Department of Legislation reports a meeting with 
the State Department of Registration to consider the sev- 
eral reported instances of illegal (unregistered and li- 
censed) practice in the state. Names and circumstances 
were cited for investigation and action, which is promised 
in all instances where it is found to be justified. 


Health Education in Public Schools Urged—A letter 
stressing the importance of health education in the public 
schools was sent to Utah school superintendents recently 
by Dr. C. N. Jensen, state superintendent of public in- 
struction. 


The State Department of Education for a number of 
vears has been without a health director, due to the fact 
that many agencies are engaged in this work, and use 
should be made of such institutions as the State Board of 
Health. Utah Public Health Association, the University 
of Utah, and the Utah Agricultural College, Dr. Jensen 
said. In this way health training can be carried on until 
the problem of duplication can be clarified by legislation. 


Have you been Schicked? Soon the question may be- 
come as common as the inquiry as to whether one has a 
little “fairy in your home,” now appears on the advertis- 
ing page. An intensive campaign toward the application 
of the test is being carried forward by the State Board 
of Health in the public schools. Again we take a step 
forward in the prophylactic field. Jenner, with his dairy 
maids and cowpox, made smallpox a well-nigh beaten 
disease. We vaccinate against typhoid, and the process has 
done wonders in the armies of all nations where used, as 
well as in the private world. Antitoxin robbed diphtheria 
of the larger part of its dread menace, when actually in- 
cident. Why not, then, the test for immunity, and the use 
of toxin-antitoxin in an indicated need? Prevention is 
better than cure, and the doctor goes merrily forward 
working himself out of jobs. 


Minutes of the Salt Lake County Medical Society 
(reported by M. M. Critchlow, secretary)—The regular 
meeting of the Salt Lake County Medical Society was held 
at the Commercial Club, Salt Lake City, Utah, September 
22, 1924. Meeting was called to order at 8:05 p. m. by 
President A. A. Kerr. Fifty-one members and four visitors 
were present. 


Minutes of the previous meeting were read and accepted 
without correction. 


No clinical cases were presented. 


Scientific program consisted of three papers on Anes- 
thesia. Ray T. Woolsey gave an interesting paper on 
Ethylene. He discussed the early use of the gas, its physi- 
cal properties of physiological effects, danger signs and 
symptoms of the patient during anesthesia, and described 
the effect of the drug on several patients to whom he had 
administered the gas at the County Hospital. 

C. A. Nyvall read a paper on Ether Anesthesia, going 
into the history of its use, physiological effects on the vari- 
ous systems, methods of administration, contra-indications, 
and he compared ether with nitrous oxide. 

E. F. Root read a paper on Local Anesthesia, reviewing 
history of cocaine and novocaine. He described the various 
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methods of inducing anesthesia, such as nerve blocking, 
infiltration, spinal anesthesia and alcohol injection. 


Discussion was opened by M. C. Lindem and continued 
by O. C. Scott, J. R. Llewellyn, W. C. Schulte and E. G. 
Hughes of Provo. 


The applications of G. H. Pace and Edwin R. Murphy 
were voted upon and they were elected unanimously, 
thirty-five members voting. The applications of E. R. Van 
Cott and S. G. Paul were read and referred to the board 
of censors. 


Walter L. Felt gave a report on the Municipal Baby 
Clinic and discussed future administrative plans. 


Report of the committee on public health and legislation 
was read by the secretary, in the absence of R. R. Hamp- 
ton, chairman. 

The verbal report of the medico legal committee was 
given by E. F. Root, who also read the report of the House 
of Delegates at the state convention in Logan last June. 

Communication was read from Fred L. Adair, Minne- 
apolis, Minn., representing a joint committee on maternal 
welfare of the American Child Health Association, Ameri- 
can Association of Obstetricians and Gynecologists, and 
American Gynecological Society, offering assistance in pro- 
moting papers on obstetrics and infant welfare. 


Minutes of the Salt Lake County Medical Society, 
October 13, 1924—The Salt Lake County Medical Society 
meeting was held at the Commercial Club, Salt Lake City, 
October 13, 1924. The meeting was called to order at 8:05 
p. m. by President A. A. Kerr. There were fifty-eight 
members and eight visitors present. 

S. H. Allen presented a pair of male twins, six months 
old, with unoperated cleft palate and hairlip, and two 
cases with the same condition upon which he had operated. 
He emphasized the importance of putting adhesive over 
the lip at birth, thus avoiding the jaw-breaking operation. 

H. P. Kirtley read a very interesting paper on Post- 
Partum Hemorrhage. He discussed the local statistics, 
showing that one mother in a hundred has a hemorrhage. 
He gave the causes and discussed the treatment, both pro- 
phylactic and active. This paper was discussed by Sugden, 
Woolsey, John Z. Brown and Earle Van Cott. 

T. C. Gibson read a very interesting paper on Perni- 
cious Anemia, describing clinical course, diagnostic points 
and blood picture. He discussed the treatment; hygienic, 
dietetic, removal of foci of infection, drugs and transfu- 
sion. Discussion was opened by Ralph Pendleton and con- 
tinued by W. L. Lindsay and T. A. Flood. 

T. B. Beatty, secretary of the Utah State Board of 
Health,. discussed the typhoid situation in Utah. He dis- 
cussed the morbidity of the disease from 1906 to 1923. He 
described the Brigham City epidemic of 1923 and gave as 
his opinion that the pollution of the water was the cause 
of the present epidemic in Salt Lake City, and emphasized 
the need of sufficient chlorinization. 

Willard Christopherson, city health commissioner, gave 
the data relative to the typhoid situation in Salt Lake 
City. He discussed the cause and also emphasized the 
necessity for sufficient chlorinization. This talk was dis- 
cussed by T. B. Beatty, H. P. Kirtley and C. M. Benedict. 

Fred Stauffer made a motion that resolutions be drafted 
endorsing the Board of Health in its efforts to use sufh- 
cient chlorine to sterilize the drinking water of Salt Lake 
City. Motion seconded. Discussed by Helmina Jeidell, 
F. H. Raley, who suggested that prophylactic vaccination 
should also be endorsed, and Earle Van Cott. Fred Stauf- 
fer accepted F. H. Raley’s suggestion and motion was 
carried. 

A communication was read from the Prescription Phar- 
macy relative to their plans to have a physicians’ directory 
in the telephone book. John Z. Brown moved that it be 
optional with each physician whether or not he would 
have his name in the city directory. Seconded and carried. 

Ralph Pendleton moved that the Society get behind the 
proposal of the Prescription Pharmacy and endorse it. 
Seconded and carried by rising vote. 

The applications and transfer cards of Jeul Trowbridge 
and G. Wallace Hanks were read. The Society decided 
to vote upon their applications at the next meeting. Earle 
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Van Cott and S. G. Paul were unanimously elected for 
membership in the Society. 

Sol G. Kahn reported for the committee on public health 
and legislation. 


A. W. BURROWS, M.D. 
1854-1924 


Died at the Holy Cross Hospital, October 16, 1924—Dr. 
Arthur W. Burrows, of cerebral hemorrhage coincident 
upon arteriosclerosis. 

Dr. Burrows was born in England, but came early to 
the United States. He spent his childhood and youth in 
Illinois, studied medicine and came to Utah over thirty 
years ago, having practiced his specialty of eye and ear 
diseases in Salt Lake City ever since. 

Some sixteen months ago he suffered a cerebral hemor- 
rhage, resulting in a hemiplegia of the left side and has 
had several recurrent attacks during the last year. 

Dr. Burrows is survived by his widow, a married 
daughter and a sister resident in Salt Lake, and a brother 
living in the East. 

He was 70 years of age at the time of his death. 


Nevada State Medical 
Association 


W. M. EDWARDS, M. D., Mason 
CLAUDE E. PIERSALL, M. D., Reno 
Secretary-Treasurer and Associate Editor for Nevada 


Proceedings of the Twenty-first Annual Session 
(reported by C. E. Piersall, secretary and associate editor). 

The twenty-first annual meeting of the Nevada State 
Medical Association was called to order by the president, 
H. J. Brown, September 12, 1924, at 10 a. m., at Bowers’ 
Mansion. Because of the late hour, the president did not 
address the Association. The program was as follows: 

1. Henry Albert, Reno, Nev., “The Laboratory Aspects 
of Amebiasis in General.” 2. L. M. Boyers, Berkeley, Cal., 
“Human Amebiasis as a Disease Entity.” Discussion of 
papers numbers 1 and 2 by A. P. Lewis, J. T. Watkins, 
A. Huffaker, C. G. McPheeters, T. A. Bath, L. M. Boyers. 
3. L. L. Stanley, San Quentin, Cal., “Testicular Implan- 
tations.” Discussion by S. S. Bogle, J. T. Watkins, Henry 
Albert, C. F. Welty, A. W. Morton, W. W. Washburn, 
L. M. Boyers. 4. James T. Watkins, San Francisco, “The 
Treatment of Some Shoulder Injuries.” Discussion by 
A. P. Lewis, A. W. Morton, T. W. Bath, A. Huffaker. 
5. Cullen F Welty, San Francisco, “Mastoid Surgery.” 
Discussion by J. L. Robinson, J. T. Watkins. 6. Leo P. 
Bell, Woodland, Cal., “Banti’s Disease From Medical and 
Surgical Aspects.’ Discussion by E. P. Sloan. 7. George 
Carr, Reno, Nev., “The Mouth and How It Concerns Us 
From a Health Standpoint.’”’ Discussion by C. F. Welty, 
G. C. McPheeters, W. E. Stevens, A. R. Kilgore. 

The business meeting was called to order by the presi- 
dent, H. J. Brown, at 8 p. m. S. K. Morrison moved, and 
T. W. Bath seconded, that the reading of the last minutes 
be omitted. Carried. A communication from the depart- 
ment of physical education for women of the University 
of Nevada was read, asking for suggestions from the medi- 
cal men of our state who might help the physical educa- 
tion department. A motion was carried to refer this com- 
munication to the Washoe County Medical Society, with 
the request that a committee be appointed to act upon this 
measure. Another communication from the Near East Re- 
lief was read and referred to the public health and educa- 
tion committee for action. A communication from the 
Nevada Public Health Association announcing a lecture on 
the “Cancer Tragedy” at the Y. M. C. A., Reno, Nev., 
to be given by T. W. Huntington on Monday evening, 
September 15, was read. A communication from the chair- 
man of the American Association of Obstetricians, Gyne- 
cologists and Abdominal Surgeons was read and referred 
to the committee on public health and education for action. 

The resolutions written by the necrology committee re- 
ported the deaths of George McKenzie, Reno, February 4, 
1924; S. S. Jarrett, Carson City, August 13, 1924; C. E, D. 
Lord, East Ely, August 16, 1924. It was moved and sec- 
onded that these resolutions be adopted. Carried. 

An explanation of the Gorgas Memorial was read by 
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the secretary. This brought about considerable discussion, 
and it was moved and carried that the Nevada State 
—" Association donate $100 to the Gorgas Memorial 
und. ; 

The report of the committee on public health and edu- 
cation was read by M. R. Walker and filed with the sec- 
retary. It was moved by J. La Rue Robinson and sec- 
onded by J. E. Pickard that the Hospital bill, as it was 
drafted two years ago, be sponsored by the Nevada State 
Medical Association. Moved by S. K. Morrison and sec- 
onded by A. F. Adams that the matter of the Medical 
Practice Act be referred to the Judicial Committee. 
Carried. 

It was moved by T. W. Bath and seconded by S. K. 
Morrison that the names of the new members be accepted 
as members of the Nevada State Medical Association. 
Moved by M. R.- Walker and seconded by R. H. Richard- 
son that the secretary’s report be accepted. 

S. K. Morrison made his report as alternate delegate to 
the American Medical Association for the year 1924. 
M. R. Walker reported for Dr. Albert, the written report 
of the committee on public health and education, in which 
report he urged the physicians to take a more lively in- 
terest in schools and to increase the amount of information 
necessary for the parents, as well as their children. Moved 
by R. H. Richardson and seconded by M. A. Robison 
to accept Walker’s report. Carried. 

M. A. Robison asked if the Nevada State Medical As- 
sociation will oppose the Sheppard-Towner Act when it 
comes up in our state legislature. H. J. Brown suggested 
that we could not amend it, as it is an existing law for 
five years, and that we then broaden the scope of the State 
Board of Health and ask the State Board of Health to ap- 
point a physician as medical director; whereupon it was 
moved by J. L. Robinson that the Nevada State Medical 
Association oppose the Sheppard-Towner Act, and ask the 
legislature to not supply further funds for it, and that the 
president be given the power to appoint a judicial com- 
mittee to care further after this matter. Carried. 

It was moved by J. L. Robinson that the contributors 
to our 1924 program that are not already honorary mem- 
bers be voted as honorary members. Carried. 


Election of Officers—M. A. Robison nominated W. M. 
Edwards as our 1925 president, and S. K. Morrison moved 
that the secretary cast a unanimous ballot for Edwards. 
Carried. It was moved by A. F. Adams that the secre- 
tary cast a unanimous ballot for A. J. Hood of Elko for 
vice-president. Carried. Moved by M. R. Walker that 
the secretary cast a unanimous ballot for A. F. Adams as 
second vice-president. It was moved by S. K. Morrison 
that the president cast a unanimous ballot for C. E. Pier- 
sall for secretary and treasurer. Carried. Moved by M. A. 
Robison that the secretary cast a unanimous ballot for 
George F. Pope as a three-year trustee. Moved by M. A. 
Robison that the delegate to the American Medical As- 
sociation for two years be C. E. Piersall, and that the 
alternate delegate to the American Medical Association be 
W. M. Edwards. Seconded by S. K. Morrison. Carried. - 

It was moved by S. K. Morrison and seconded by 
Fuller that we accept the kind invitation of the Elko 
County Medical Society for the next annual meeting, the 
time of the meeting to be decided later by the officers of 
the Elko County Society and the Nevada State Medical 
Association officers. 

It was moved by M. A. Robison and seconded by S. K. 
Morrison that a vote of thanks be given to H. J. Brown 
for his work in the Nevada State Medical Association for 
the past six years. It was moved by M. R. Walker and 
seconded by J. E. Pickard that we adjourn. Carried. 
Following the adjournment, E. P. Sloan presented a mov- 
ing picture showing goiter operations. 

The meeting of September 13 was called to order by 
the president, H. J. Brown at 9:30 a. m. The program 
continued as follows: 

8. William E. Stevens, San Francisco, “Some Interest- 
ing Urological Cases in Women and Children.” Discus- 
sion by Miley B. Wesson, Carl G. McPheeters. 9. W. W. 
Washburn, San Francisco, “Malignancy of The Duo- 
denum,- With the Report of an Unusual Case.” Discus- 
sion by A. R. Kilgore, S. M. Sproat, Leo P. Bell. 10. V. A. 
Muller, Reno, “Adenoma of the Thyroid.” 11. E. P. 
Sloan, “Goiter.” Discussion of numbers 10 and 11 by 
W. W. Washburn, Raymond St. Clair, A. P. Lewis, San- 
derson, A. R. Kilgore, J. E. Pickard, Leo P. Bell, S. K. 
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Morrison, A. Huffaker, M. R. Walker, T. W. Bath, 
Cullen F. Welty, V. A. Muller, E. P. Sloan. 12. A. W. 
Morton, San Francisco, “The Fractures That Should Be 
Operated.” DiScussion by A. P. Lewis, S.. M. Sproat, 
H. A. Paradis, R. St. Clair. 13. Howard Naffziger, San 
Francisco, “Resume of Recent Advances in the Diagnosis 
and Treatment of Surgical Conditions of the Nervous Sys- 
tem” 14. John Tees, Reno, Nev., “Acute Primary Pyelitis 
in Infancy.” Discussion by A. Huffaker, G. Carl Mc- 
Pheeters, Cullen F. Welty, William E. Stevens, Miley B. 
Wesson, E. W. Beach. 15. G. Carl McPheeters, “Obstet- 
rics and Prenatal Care.” Discussion by Tees, Hodgins, 
Thompson. 16. Miley B. Wesson, San Francisco, “The 
Prostatic Median Bar, Complications and Treatment.” 

The following members were in attendance at various 
times during the meeting: D. G. Lynwalter, A. B. De 
Chene, W. M: Edwards, A. Huffaker, M. R. Walker, 
A. R. Da Costa, E. E. Hamer, C. W. West, J. L. Robin- 
son, W. N. Kingsbury, C. E. Secor, D. A. Servoss, A. L. 
Thompson, F..W. Hodgins, G. L. Servoss, C. E. Piersall, 
H. A. Paradis, M. A. Robison, H. J. Brown, T. W. Bath, 
Raymond St. Clair, A. L. Stadtherr, B. H. Coples, W. H. 
Riley, Donald Maclean, R. H. Richardson, E. R. Magee, 
J.:E. Pickard, A. F. Adams, Henry Albert, W. J. Circe, 
A: P. Lewis, J. A. Fuller, L. V. Smith, V. A. Muller, 
John Tees, W. L. Samuels, D. L. Shaw, B. Brown, H. L. 
Dalby, A. J. Hood, S. K. Morrison. 

The following visitors were also present at various 
times during the meeting: W. E. Stevens, C. B. Marston, 
Mrs. L. M. Boyers, Mrs. Leo P. Bell, Cullen F. Welty, 
J. T. Watkins, A. W. Morton, W. S. Cann, A. R. Kil- 
gore, A. O. Narvenson, S. M. Sproat, S S. Bogle, L. M. 
Boyers, Virginia De Bell, E. Yamao, F. Stalle, E. P. Sloan, 
H. O. Collinger, A. Kimmel, H. C. Naffziger, G. H. San- 
derson, G. H. Marven, L. L. Stanley, E W. Albert, Leo 
P. Bell, G. C. McPheeters, G. F. Pope, Eugene Benja- 
mine, W. W. Washburn, Edith Thomas, Miley B. Wesson, 
Edward Beach. 


BioFood (Propaganda for Reform. Reported by Coun- 
cil on Pharmacy and Chemistry of the A. M. A.)—This 
is a “patent medicine’ combination put out by a concern 
that seems to go under various names: “Biochemical Food 
Products Corporation,’ “Bio-Products Company,” and 
“BioFood Corporation.” BioFood has been shrewdlv and 
cleverly marketed. The impression is given that the stuff 
is a food and not a medicine. Its high price—$10 a treat- 
ment—impresses the public with its value. The treatment 
consists of a box labeled “A” and two bottles labeled, 
respectively, “B” and “C.” BioFood is sold with the claim 
that our bodies are composed of twelve tissues containing 
sixteen elements, that our foods are deficient in these ele- 
ments, and that BioFood supplies this deficiency and thus 
“builds up the body by supplying all the elements which 
nature intended man to have, and thus gives nature a 
chance to create her own antitoxins and effect a cure.” 
BioFood has been advertised extensively in newspapers, 
in self-styled medical journals, and by cruelly mendacious 
advertisements in the Chicago street-cars. The A. M. A. 
chemical laboratory reports that BioFood “A” may be con- 
sidered to be composed essentially of milk sugar and 
flavoring in which has been incorporated small amounts of 
iron, calcium and manganese salts and phosphate, either 
as such or in combination such as glycerophosphate. The 
laboratory found BioFood “B” to be tablets which may 
be considered to consist essentially of potassium acetate, 
sodium chlorid, sodium sulphate, and sodium citrate. Bio- 
Food “C” was a liquid resembling solution of iron and 
ammonium acetate, U. S. P., modified by the addition of 
very small amounts of calcium, magnesium and sodium 
and phosphate compounds.—Journal A. M. A. 


Hectine (Propaganda for Reform. Reported by Coun- 
cil on Pharmacy and Chemistry, A. M. A.)—Hectine is 
said to be sodium benzo-sulphoaminophenyl-arsenate and, 
therefore, is similar in composition to the product “Atoxyl.” 
Atoxyl is one of a class of arsenical preparations, the use 
of which has been generally discontinued in favor of the 
products of the arsphenamin type. Hectine has not been 
accepted for New and Non-official Remedies, nor has the 
American agent, George J. Wallau, Inc., requested such 
recognition by the Council on Pharmacy and Chemistry.— 
Journal A. M. A., September 20, 1924, page 942. 
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Medical Economics and 
Public Health 


“Doctors” and Doctors and Their Taxes—“‘A whole 
line of citizens have taken upon themselves the care of 
the health of the individual and the family, and have ap- 
propriated the title of ‘doctor,’” says Herman Goodman 
of New York City, in a letter to CALIFORNIA AND WEST- 
ERN Mepicine. “Types of ‘doctors’ have multiplied be- 
yond the telling. Self-styled ‘doctors’ of chiropody; ‘doc- 
tors’ of chiropractic; ‘doctors’ of health; even ‘doctors’ 
of laboratory health; not to speak of the ‘doctors’ of the 
seventy cults recently listed by one health board. The 
populace at large enjoys these cults and faddists, and at- 
tends their sessions, calls upon them for services requir- 
ing some knowledge of the human mechanisms. As long 
as the ‘doctor’ does not actually use the knife or prescribe 
through ordinary druggists, he is safe and within his 
rights as a citizen who has assumed as his patriotic duty 
the care of the health of the individual and the family. 
Let diphtheria rage through the community; let the en- 
larged breast be rich in cancer and not in fat; let the 
mal-alignment of the vertebrae to be tuberculosis—what 
matter—the drugless healers must go on! 

“At whose threshold should all this be laid? Very re- 
cently in New York, an attempt was made to register 
physicians annually (at a fee, of course) and then to have 
the machinery set up to investigate unlicensed and illegal 
practitioners. It was not possible to get the doctors to 
agree on the utility of this legislation. It seemed that it 
was penalizing the innocent to reach into the maelstrom 
of the guilty. The physician is already burdened by fees 
and taxes. He pays for his medical student certificate 
with which he enters medical school. He pays for the 
privilege of taking and passing the examinations licens- 
ing him to practice medicine and surgery; he pays to 
register in the county in which he practices; he pays for 
the privilege of prescribing narcotics to patients in pain 
(for a while he paid both a state and federal tax). The 
physician is numbered to prescribe alcohol, and to pur- 
chase it for office use, although how and why no fee was 
attached to this nuisance is not understood. So perhaps 
it is no wonder that it was not possible to get physicians 
to agree on giving themselves another tax, another set of 
papers to fill out annually, and another number to add to 
the growing list each of us has. 

“It occurred to us, and I have prepared an editorial 
comment for Medical Review of Reviews, that honest 
doctors can change many things without more laws and 
more numbers. Suppose we agree that instead of a door 
plate or window sign which reads, Doctor Jones, or as 
some will have it, J. Jones, M.D., we have our signs 


read: 
John Johns, M. D. 
Licensed to practice medicine and 
Surgery in this State 


“If all who may honestly do so, take this means of in- 
forming the world at large that the provisions of the state 
law of their community have been satisfied, it will put 
the outcast where he deserves to be—outside the pale The 
objections to making public one’s privilege to legally carry 
on the profession of physician and surgeon cannot be 
strong. No physician objects to having his narcotic license 
number printed on his prescription blank. No physician 
can object to having his license and county certificate in 
his office consulting room, although the old style of hav- 
ing them framed there has passed with the overstuffed 
furniture. Putting oneself on record makes the illegal 
practitioner either quit or perjure himself! 

“The protection once afforded by the title of ‘doctor’ to 
the health seeker has become a spider web. Let us take 
the matter up; let us be honest; even if it entails a larger 
placard over our door bell, or two lines instead of one. 
on our letterhead, and office card.” 


“More Than Most Men the Family Physician Feels 
the Tragedy of Isolation”—William Osler.—In elaborat- 
ing upon this subject a special writer (Lancet) believes 
that in these days of specialization it is no longer easy for 
an individual medical practitioner to cope single-handed 





November, 1924 


with the various aspects of disease met with in what is 
still called general practice. 

It is not at all unusual to find multiple partnerships in 
which the different members of the firm specialize in 
various departments of medical work to the benefit of all 
concerned. A firm of medical partners which includes an 
operating surgeon, an obstetrician, an x-ray operator, an 
oculist, and possibly an ear and throat specialist, is able 
to cope with almost any conceivable variety of ailment 
which may be met with in practice, without any necessity 
for calling in outside help, and therefore occupies a very 
strong position as compared with an isolated individual 
practitioner who must necessarily refer his patients to an 
independent specialist in many circumstances. 

Moreover, since the introduction of the Insurance Act, 
it has become more difficult for a young medical practi- 
tioner to acquire a practice by the simple process of put- 
ting up his plate. It is therefore not surprising to find that 
medical partnerships are becoming more numerous in 
England. 

The advantages are obvious. Responsibility can be 
shared; the capital value of the practice can be main- 
tained better; outside competition can be more easily met; 
holidays can be arranged without loss, and team-work can 
be carried on with all its benefits. It has to be admitted 
that a man who enters a medical partnership must be pre- 
pared to sacrifice a certain amount of independence; but 
the advantages to be gained are so great that there is no 
doubt the arrangement would become far more general 
except for the unfortunate differences that not infrequently 
arise. 

Experience in adjudicating in partnership disputes has 
convinced me that many of the difficulties peculiar to med- 
ical partnerships can be obviated. No medical partner- 
ship can be carried on satisfactorily unless there is mutual 
goodwill between the partners. Consequently, anything 
likely to become a cause of disagreement must be avoided 
studiously from the outset. Jealousy is perhaps the rock on 
which, a medical partnership is most likely to be wrecked, 
and should be carefully guarded against. Mutual trust 
and loyalty are essential, and each partner should realize 
that he must play the game in the public-school spirit. 


The author then goes quite fully into the nature and 
essentials of contracts. ' 


Annual ‘Business Statement of the Metropolitan 
‘Life Insurance Company—Every citizen of the United 
States is interested in the Metropolitan Life Insurance 
Company, whether he knows it or not, and whether or not 
he wishes to be so interested. 

Any organization that has nearly ten billion dollars of 
life insurance in force in over thirty million policies; that 
holds as. assets billions .of dollars’. worth of bonds of hun- 
dreds of government and private enterprises; that pays 
over 1400 claims daily; that issues over 17,000 new policies 
daily; that issues over two billion dollars of new insurance 
annually; . that pays over 130 million dollars to policy 
holders annually, as does the Metropolitan, constitutes a 
power for good or evil so vast that it is beyond the ‘grasp 
of the average mind. . 

Those of us who are incapable of fully understanding 
and therefore incapable of criticizing—if we would—the 
purposes and methods of a business so vast, rest in serene 
confidence—as we should—that our present laws, law- 
enforcement machinery, as well as the good intentions of 
the company’s controlling influences, are co-operating 
effectively to insure the stability of our largest business. 
That confidence is strengthened by what we do know of 
the Metropolitan policy of service to humanity. 

We can all appreciate the fact that the Metropolitan, as 
well as other great. life insurance: companies, “wars 
effectually upon disease, to lessen suffering and lengthen 
life: -It welcomes strangers to a strange land and helps 
‘them find friends and homes.:. It: houses ‘thousands of 
families through lending money for building purposes. It 
seeks ‘better relations between employer and‘ employe, and 
‘improved ‘living conditions for the worker. Its insurance 
provides money to educate-children, to shield widows and 
orphans, to yield pensions for old age, to pay off mort- 
gages, to compensate for sickness and accidents, to conserve 
savings, to repay corporations .and other businesses for 
financial losses resulting from death withia. their ranks.” 

Physicians, nurses’ and all others engaged in the cam- 
paign for better health especially realize something of the 


CALIFORNIA AND WESTERN MEDICINE 


587 


value of two and one-half million visits to policy holders 
by public health nurses and the distribution of over thirty- 
three million pieces of better health literature annually. 
As physicians, we know from experience that the Metro- 
politan can be counted on to sustain, and fight for if neces- 
sary, the upholding of medical and health standards resting 
upon the firm foundation of adequate education for all who 
work in the broad field of medicine, including public 
health and so-called health welfare. 


“Hospital” and “Dispensary” Defined—Legally in 
Ohio “any institution or establishment, public or private, 
for the reception and care of persons for a continuous 
period longer than twenty-four hours, for the purpose of 
giving advice, diagnosis or treatment bearing upon the 
physical or mental health of such person, shall be consid- 
ered a hospital.” 

“Any institution or establishment, public or private, for 
the purpose of giving advice, diagnosis or treatment bear- 


_ing upon the physical or mental health of an individual, 


shall be considered a dispensary; provided that a hospital 
and the quarters of a licensed practitioner of medicine used 
for his private practice shall not be deemed to come within 
the meaning of this definition.” 


Periodic Health Examinations—An editorial (Atlan- 
tic Medical Journal) discussion of this subject says: 


“There is marked criticism of the Life Extension Insti- 
tute which has apparently made this a commercial venture. 
It is universally recognized as a desirable thing to do, but 
the criticism comes because it has been commercialized— 
and it has been commercialized because the doctors don’t 
do it. Some of them can’t, others won’t. Therefore the 
opportunity for commercializing. It is highly desirable 
that the doctors should do it: First, that they should under- 
stand how to do it; second, that the patients should realize 
the importance of it, and third, that the doctors should 
make appointments with the patients to make these periodic 
examinations of the apparently well. 

“These examinations have been endorsed by the Ameri- 
can Medical Association and by the State Medical Society 
as being entirely ethical. Doctors have been urged to take 
the attitude toward their patients that the dentists do, send- 
ing them a little note and requesting them to appear for a 
general going-over. Some doctors fear that this action will 
be regarded as unethical and that patients would consider 
they were commercial, rather than solicitous for their 
health. There can be no question of the financial profit 
accruing to the doctor from the general adoption of this 
custom. There can be even less question of the health 
profit accruing to the patients. It can be confidently ex- 
pected that from the standpoint of dollars and cents the 
future doctor versed in preventive medicine will have a 
larger income with a lesser strain than will he who clings 
to the idea that the fire is not to be put out until the smoke 
is so intense as to suggest that it is a real and dangerous 
one.” 


Advertising Today Is'a Promise of Business Per- 
formance, says H. J. Donnelly, Jr., in the Annals of Polit- 
ical and Social Science. It is a creative agency, construc- 
tive in its nature, the interpreter of business ideas. As an 
all-important element in distribution, it expresses the per- 
sonality of the advertiser, his hopes and his desires. In its 
form it is simplicity itself, with no complicated machinery 
to become involved, provided, however, this simplicity is 
expressed in terms of Truth. - 

If CALIFORNIA AND ‘WESTERN. MeEpIcINE did not believe 
our advertisers keep the promises they make, their copy 
would not be accepted. Criticisms and‘ complaints are 
promptly investigated, and, if found justified, contracts are 
canceled or copy changed so that it 1s “expressed in terms 
of Truth.” You are, therefore, safe in patronizing our 
advertisers. It is, in fact, an obligation on your part, as 


-they are supporting your journal. 


We Should Also Know Our California: Problem— 
Chapter 187 of. the laws of 1924, laws of New York, a 
measure fostered by Senator William T. Byrne of Albany 


‘county, established a temporary commission “to inquire into 


and report upon the number, distribution and condition of 
crippled children throughout the state, and: the‘ existing 
facilities and legal -provisions for ‘ promoting - the--eate, 
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treatment, education and general welfare of such children, 
and to recommend means more adequately to meet their 


needs.” 
’ 


Costs of Dental Service to Children—As a result of 
four years of study and investigation, the A. I. C. P. (Asso- 
ciation for Improving the Condition of the Poor) authori- 
ties have arrived at the interesting conclusion that it costs 
$4 per year per pupil to give a reasonable amount of dental 
supervision to a large group of school children. This is 
surprisingly expensive. Dentists inform us that they would 
like to have the opportunity to render this service to large 
groups at a smaller figure. However, it is an advisable 
service and ought to be rendered to every person of what- 
ever age. 


For persons really unable to pay, the costs whatever they 
may be are an appropriate charge. On the other hand, 
those able to pay should have the work done by their own 
dentists and should pay for it. This principle the pros- 
moter of wholesale dentistry and medicine refuse to recog- 
nize. They insist that the service must be rendered free 
and by whatever wholesale method appeals to them. 
Maybe they will accomplish their purposes, but it is not 
likely that they will make permanent progress. 


The Ban on Heroin (Propaganda for Reform)—As 
long ago as 1917, the Council on Pharmacy and Chemis- 
try deleted heroin from its handbook of Useful Drugs, 
saying: “The council holds that heroin has no advantage 
over morphin; that it has every disadvantage of morphin; 
and that on the whole its introduction has been harmful, 
in that it furnished a specious means on the one hand of 
avoiding the well-founded popular fears of morphin by 
substituting another habit-forming drug.” In 1920 the 
House of Delegates resolved, “That heroin be eliminated 
from all medicinal preparations; that it should not be ad- 
ministered, prescribed or dispensed; and that the importa- 
tion, manufacture or sale of heroin should be prohibited 
in the United States.’”’ The recent Congress enacted, June 
7, 1924, a bill prohibiting the importation of opium in- 
tended for the manufacture of heroin. The Federal Nar- 
cotic Control Board has announced that it will not au- 
thorize the importation of any opium intended to replace 
opium or morphin thereafter converted into heroin. This 
will prevent the open manufacture of heroin in the United 
States, and as none can be lawfully imported, heroin will 
soon disappear from the legitimate market.——Journal A. 


“P-O-4” Not Admitted to N. N. R.—The Council 
on Pharmacy and Chemistry reports that “P-O-4” is the 
proprietary non-descriptive designation under which Lehn 
& Fink, Inc., New York, market a preparation alleged to 
be a mixture of two parts of tribasic magnesium phosphate 
and one part of tribasic calcium phosphate. The prepara- 
tion is claimed to be a “therapeutically balanced” mixture 
which is “A New Antacid for symptoms of hyperacidity, 
such as ‘acid’ stomach, pain, heartburn, acid regurgita- 
tion, distress, and gas.” The council explains that, in 
order that a correct estimate of the therapeutic value of 
tertiary magnesium phosphate and tertiary calcium phos- 
phate may be gained, it is important that physicians use 
them under their proper names and base the selection of 
one or the other on the requirements of the particular 
patient. The council found “P-O-4” inadmissible to New 
and Non-official Remedies, because the use of a mixture 
of tertiary calcium phosphate and tertiary magnesium 
phosphate in fixed proportions under a_ non-descriptive 
name is irrational, and the claim that it is “a therapeuti- 
cally balanced” mixture is unwarranted.—Journal A. M. A. 


- 


The California Safety News, official publication of the 
Industrial Accident Commission, has been enlarged and 
improved with illustrations and a colorful frontispiece. 
During the first half of the present year the volume of 
business transacted by the State Compensation Insurance 
Fund increased 9.61 per cent. The Fund to date has re- 
turned a total of $7,915,340.25 to policy-holders. The medi- 
cal fees paid to California doctors during the first six 
months of 1924 amounted to $654,530.94, 


CALIFORNIA AND WESTERN MEDICINE 


Vol. XXII, No. 11 


BOOKS RECEIVED 


Fundamentals of Human Phvsiology. By R. G. Pearce, 

. D., formerly Director Medical Research Laboratory, 
Lakeside Hospital, Cleveland; formerly Assistant Profes- 
sor of ds University of Dlinois, Chicago, and J. 
J. R. MacLeod, M. B., D. Sc., Professor of Physiology in 
the University of Toronto, Canada; formerly Professor of 
Physiology, Western Reserve University, Cleveland, Ohio. 
Assisted in the Third Edition by Norman B. Taylor. 
a Edition. St. Louis: The C. V. Mosby Company, 


Social Problems of Medicine. Addresses before the 
American Medical Association at Chicago, June 9 and 10, 
1924. By William Allen Pusey. Chicago: American Medi- 
cal Association Press, 1924. 


The Inheritance of Acquired Characteristics. By Dr. 
Paul Kamerer, University of Vienna, Institute for Experi- 
mental Biology. Translated by A. Paul Maerker-Branden. 
Illustrated. Boni & Liveright, Publishers, New York. 


The National Health Series. The last six volumes of 
the twenty health books edited by the National Health 
Council, as follows: 

Adolescence; Educational and Hygienic Problems. By 
Maurice A. Bigelow, Ph. D. Price 30 cents, net. 

Exercises for Health. By Lenna L. Meanés, M. D. 
Price 30 cents, net. 

The Child in School; Care of Its Health. 
D. Wood, M. D. Price 30 cents, net. 

The Health of the Worker; How to Safeguard It. By 
Lee K. Frankel, Ph. D. Price 30 cents, net. 

Home Care of the Sick. By Clara D. Noyes, R. N. 
Price 30 cents, net. 

Your Mind and You; Mental Health. 
Pratt, M. D. Price 30 cents. 
Published by Funk & Wagnalls Company, 354-360 Fourth 

avenue, New York. 


By Thomas 


By George K. 


How Is Your Heart? Intimate talks on the prevention 
of heart disease and on the care of an already damaged 
heart. By S. Calvin Smith, M. D. Boni & Liveright, 
Publishers, 1924, New York. 


International Clinics. A Quarterly of Illustrated Clini- 
cal Lectures and Especially Prepared Original Articles on 
Treatment, Medicine, Surgery, etc., etc. By leading 
members of the medical profession throughout the world. 
Edited by Henry W. Cattell, M. D., with the collabora- 
tion of fifteen other well-known physicians. Volume III, 
Thirty-fourth Series, 1924. Philadelphia and London: J. B. 
Lippincott Company, 1924. 


X-rays and X-ray Apparatus. An Elementary Course. 
By John K. Robertson, Associate Professor of Physics, 
Queen’s University, Kingston, Canada. New York: The 
Macmillan Company, 1924. 


Organotherapy in General Practice. 
. Carnrick Co., New York. 
Press, Baltimore, Md. 


Copyright, 1924, by 
The Lord Baltimore 


Students’ Guide to Operative Surgery. By Alfred T. 
Bazin, M. D., Assistant ofessor of Surgery and Clinical 
Surgery, McGill University. Assisted by F. A. C. Scrim- 
ger, M. D.; F. J. Tees, M. D.; L. H. McKim, M. D.; I. 
McL. Thompson, B. Sc., of the Departments of Surgery 
and Anatomy, McGill University. Montreal: Renouf Pub- 
lishing Company. 


Annals of Roentgenology. Volume IV. Normal Bones 
and Joints Roentgenologically Considered. 220 Roentgen 
Ray Studies on 61 full page plates and 34 text illustra- 
tions. By Isidore Cohn, M. D., Professor of Clinical Sur- 

ery, Tulane University. With a foreword by Rudolph 

atas, M. D., Professor of General and Clinical Surgery, 
Tulane University, New Orleans. New York: Paul B. 
Hoeber, 1924. 


“IT want to say in no uncertain terms that the medi- 
cal schools are not making family doctors fast enough 
to supply the demand. It takes too long and costs 
too much money to educate a medical student to the 
point where he can comply with the medical laws of 
this state. The medical schools are making special- 
ists, who flock to the cities in fierce competition with 
each other. ‘Well,’ you say, ‘what has that to do with 
keeping out the quacks? We notice there are more 
quacks in the cities, where we know there are too 
many physicians.’ It is a fact that there are too many 
physicians in the cities, but they are not family doc- 
tors. The few who are doing general practice are, 
generally, connected with some big clinic.’—J. E. 
Dildy, M. D. (Texas State Journal Medicine). 
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BOOK REVIEWS 


Diagnostic Technic. By Prof. Dr. Julius Schwalbe. 
851 pp. Illustrated. Leipzig: Verlag von George 
Thieme. 1923. 


The general practitioner will welcome heartily the 
“Diagnostic Technic” of Schwalbe. This book, as 
well as his “Therapeutic Technic,” was written for 
the special use of the general practitioner. Some of 
the foremost German scientists collaborated in outlin- 
ing the modern diagnostic methods of all branches of 
medicine, and for this reason “Diagnostic Technic” 
represents a valuable contribution for the understand- 
ing of diagnostic possibilities to the general practi- 
tioner. 

Modern methods of laboratory work are described 
in detail. Not only does the book treat the subject 
of secretion and excretion examinations, but also do 
the authors explain the finer function tests of the dif- 
ferent organs (liver, spleen, kidneys, endocrine sys- 
tem, etc.) and methods of bacteriological and sero- 
logical examinations. 

The book contains many photographs and illustra- 
tions, valuable for the understanding of the various 
articles. Schwalbe’s “Diagnostic Technic” is recom- 
mended to everyone who is desirous of obtaining the 
latest contribution to medical diagnosis, and espe- 
cially for the doctor in the country who has to work 
without the help of a specialist. 





Improved Methods in Hospital Management: A 
Treatise on the Introduction of Business Methods in 
the Management of Modern Hospitals. By G. W. 
Curtis, Superintendent of Santa Barbara Cottage Hos- 
pital, Santa Barbara, California. Hospital Service Ex- 
change, Distributors, Santa Barbara, California, 1924. 
Published September, 1924, The Schauer Printing 
Studio, Inc., Santa Barbara. 


Of the score or more books on hospital management, the 
attractive little volume of G. W. Curtis is the best. It is 
the only book that covers its subject fully in a simple 
straightforward manner, easily understood, and easily car- 
ried out. 

No hospital worthy of the name can do less than what 
Curtis includes in his book, and to do more, except in vast 
complicated organizations, is a useless luxury. 

The system so well outlined in this book is, and has 
been employed in California hospitals for a good many 
years. Many of them follow the practices laid down here 
almost exactly and scores of others at least base their work 
upon the principles contained in this book. 

Every hospital and every person connected with hospital 
management will be able to meet his problems more in- 


telligently and more economically by adopting Curtis’ book. 


as a text-book of procedure. In producing this book, Mr. 
Curtis has rendered a service to the cause of better hospi- 
tals and better medicine that ought to prove epochal in its 
influence. 

In the mechanical work of producing the book the pub- 
lishers are to be complimented. 





Modern Aspects of the Circulation in Health and Dis- 
ease. By Carl J. Wiggers. 2nd ed. 662 pp. Illus- 
trated. Philadelphia and New York: Lea & Febiger. 
1923. Price, $7.50. 


This book should be in the hands of every student of 
cardiology. It gives one an insight into the problems of 
physiology, pathology, and the dynamics of the cardio- 
vascular system. The limited space makes it nearly impos- 
sible to give this book an adequate review. 

The problems which are offered for study are intricate, 
but the author has not hesitated to oppose certain nearly 
orthodox principles by his own beliefs, these beliefs fre- 
quently backed by experimental evidence. 

At present there is some expectancy among teachers and 
clinicians as to the value of sound recording and intensify- 
ing devices as a means of study of abnormal cardiac 
sounds. Wiggers almost anticipates the claims which are 
to be made in that field. He shows that their principal 
value will be in accurately fixing the time in the cardiac 
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cycle when these abnormal sounds occur, it being nearly 
impossible for the ear to time these sounds properly when 
the heart is rapid or irregular. 

Wiggers goes into detail on the long-disputed question 
as to the value of judging the efficiency and power of the 
heart by the intensity of its sounds, first explaining the 
Lewis theory that high arterial pressure is not a cause of 
the accentuation of the second sound. Lewis based this on 
experimentation in which he increased arterial pressure by 
aortic compression. Wiggers disputes this and offers his 
own experiments as evidence that the vibration compris- 
ing both first and second sounds increased not only in am- 
plitude, but in the number of vibration when the ventricles 
increased in vigor and the blood pressure was simultane- 
ously raised. The author also made a searching investiga- 
tion as to the significance of accentuated and enfeebled 
heart sounds by experimentally modifying conditions in the 
circulation: First, slowing the heart with consequent fall 
in both systolic and pulmonic pressure; result reduced in- 
tensity of both heart sounds; second, increasing the total 
resistance in the systemic circuit and thereby elevating 
arterial pressure; result accentuation of both sounds; third, 
increasing the systolic discharge and work of the ventri- 
cles; result increase of both heart sounds. 

The results of the above experiments show that the rela- 
tive intensity of the first sound may be used as a clinical 
index of the vigor with which the ventricle contraction is 
carried out. 

The book is full of details of carefully performed experi- 
ments by a real scientist. The book should be studied; do 
not miss it. H. S. 





The Science and Art of Anesthesia. By Colonel Wil- 
liam Webster. 214 pp. Illustrated. St. Louis: C. V. 
Mosby Company. 1924. Price, $4.75. 


“The Science and Art of Anesthesia,” the latest of the con~ 
tributions to the literature of anesthesiology, presents an 
excellent shorter manual for the use of students and practi- 
tioners. Dr. Webster’s activities in the fields of physiology, 
pharmacology, and pathology especially fit him for this 
work. It gives in its 206 pages a remarkably comprehen- 
sive summary of the scientific discoveries in anesthetics to 
date, and their practical application in surgery. In the 
pages devoted to what he terms the art of anesthesia, he 
condemns routine methods and emphasizes the necessity of 
considering the individual patient. There is much valu- 
able advice in the chapters on pre- and _ post-operative 
treatment, effects of temperature and moisture on post- 
operative cases, etc. 

The newer anesthetic agents, such as ethanesal and 
ethylene, are discussed briefly, and a conservative policy 
as to their adoption advocated. 

In all respects it is a valuable handbook for those inter- 
ested in anesthesiology. M. E. B. 





Modern Urology. In original contributions by American 
authors. Edited by Hugh Cabot. 2 vols. 2nd ed. 
Illustrated. Philadelphia and New York: Lea & Febi- 
ger. 1924. Price, $18. 


This is undoubtedly the best work published on urology 
in any language, and the thirty-eight monographs have 
been so correlated that it is not only a reference book for 
the specialist, but is an ideal text-book for students or the 
general practitioner. 

In the five years that have elapsed since the first edition 
there have been many advances in the field of urology, 
and this necessitated a revision. Death has claimed two 
of the original contributors, Drs. Walter J. Dodd and Paul 
Pilcher. The chapter written by the former on “The 
Roentgenology of the Urinary Tract” has been revised by 
Dr. Preston M. Hickley, while Dr. Pilcher’s section on 
“Prostatic Obstruction” is well handled by Dr. James A. 
Gardner. The seven-page article of Dr. Edwin Beer on 
“Tumors of the Testicle” has been replaced with a very 
complete twenty-nine page chapter by Dr. Frank Hinman. 
The delightful introductory historical sketch from the pen 
of Dr. Francis $. Watson has been omitted from this edi- 
tion because of lack of space. ’ 

Most of the articles have been carefully revised and 
more complete bibliographies attached. However, the sec- 
tions on anatomy and physiology have not been changed, 
and are not in keeping with the high standard of the 
work, Judging from the dearth of bibliography, many of 
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them were originally prepared from text-books whose 
teachings are more or less vague and not in conformity 
with the findings of investigators of the past few decades. 

The illustratiéns are better than before, since many of 
the poor photographs have been eliminated. The work is 
almost a monument to Max Brodel, as most of the draw- 
ings are the work of his pupils, W. P. Didusch alone fur- 
nishing eighty pictures in five articles. However, many 
standard text-book pictures are used and not credited to 
the sources. Another objectionable feature is the repeated 
duplication of long series of pictures in adjacent chapters. 

The editor has on the whole kept the work well bal- 
anced, but there are a few glaring inconsistencies, such as 
allowing forty-three pages to be devoted to “Ureteral Stric- 
ture,” while the all-important subject of “Genital Tubercu- 
losis” is handled in a masterly manner in fory-six pages. 
Controversial subjects are satisfactorily disposed of by pre- 
senting the divergent views of authoritative students. In 
one chapter two references occur to articles not yet pub- 
lished by the author and his colleagues. The work is 
marred by typographical errors, such as omitting from 
Volume I the list of contributors (staff appointments), leav- 
ing incomplete the last sentence on page 803 (Volume I) 
by omitting three lines and placing Plate V (Volume II) 
in the wrong chapter and opposite page 446, instead of 
page 476. 

Among other new material we find descriptions of the 
tabetic bladder from the urological standpoint, syphilitic 
hypertrophy of the vulva, granuloma inguinale, non- 
venereal genital ulcers, and an enlarged section on tertiary 
bladder syphilis. There has been added descriptions of 
the median bar punches, transplantation of ureters, elusive 
ulcer of the bladder, treatment of bilharziosis with tartar 
emetic and of chancroids by fulguration and copper sulphate, 
method of cultivating the gonococcus, etiology of diver- 
ticula of the bladder, and the results of variocele opera- 
tions, as shown by the World War statistics. The peno- 
scrotal hypospadias operation of Bucknall, as described 
by Churchman is added, and for the cure of epispadias 
the Thiersch operation and Beck’s operation have been re- 
placed by the Young-Cantwell’s technic. The few pages 
originally devoted to the use of radium in cancer of the 
prostate have been elaborated into a complete section, with 
bibliography, that is really a treatise. 

This work deserves a place in every doctor’s library 
along with Osler’s Practice of Medicine and Howell’s Phy- 
siology, and Dr. Cabot and his colleagues have earned the 
commendation of the entire medical profession 


ceili M. B. W. 


Anesthesia. By James Tayloe Gwathmey, with collabo- 
rators on special subjects. Second revised edition. 
Illustrated. 799 pp. New York: Macmillan Company. 
1924. 

The second revised edition of Gwathmey’s “Anesthesia” 
brings this valuable reference book up to date, by the 
elimination of the chapter on Electrical and Sequestration 
Anesthesia, and Mental Influence and Hypnosis, and by 
the addition of chapters on Intravenous Synergistic Anes- 
thesia, Anesthesia During the World War, and Ethylene. 

In commenting on ethylene, the author expresses his 
conviction that Luckhardt has indisputably established its 
place as an anesthetic agent, both safer and better than 
nitrous oxide. This opinion will need verification by the 
collected statistics of many anesthetists before being gener- 
ally accepted. 

Doubtless the omission of mention of the recent work of 
White of Boston on the carbon dioxide de-etherization 
method, the practical application of the researches of Hen- 
derson, Gatch and others, is due to the text having gone 
to print before White’s article appeared. 

The section on physiology and pharmacology of inhala- 
tion anesthesia entitles it to rank with Hewitt’s work as 
authority on these subjects, and it will continue to be the 
standard text-book on anesthesia for surgeons, anesthetists, 
and students. M. E. B. 


The Biology of the Internal Secretions. By Francis 
X. Dercum, M. D., Ph. D., professor of nervous 
and mental diseases in the Jefferson Medical Col- 
lege, Philadelphia. 241 pages. Philadelphia and 
London: W. B. Saunders Company. 1924. 

_ An interesting monograph, probably not intended 

and certainly not recommended to medical students or 

practitioners who hope to find.within its pages text- 
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book matter relating to the diagnosis or treatment of 
endocrine diseases. The reader who enjoys philo- 
sophic speculation will be stimulated to cogitation and 
reflection by many novel and surprising theories that 
are developed and elaborated in an intriguing manner. 
Thus he may be somewhat startled by the conception 
that disturbances or arrests of embryonic mesen- 
chyme with concomitant involvement of the lymphatic 
system and thymus underlie all “great endocrine pic- 
tures.” An extraordinary position is accorded the 
thymus, and its synergistic and antagonistic relations 
with the other ductless glands are expounded with 
great clarity but dubious reliability. The ground is 
thus prepared for a discussion of “glandular imbal- 
ances” resulting in “under and over compensations,” 
and since simple primitive lymphoid tissue is then 
supposed to proliferate, the path is open that is as- 
sumed to lead to hypertrophies, neoplasms and malig- 
nancies. 

The author’s extensive clinical experience in nervous 
and mental disease bespeaks a thoughtful considera- 
tion of his views on the interrelationship of endocrine 
factors (“the interplay of hormones’’) in heredity and 
in the functional neuroses and psychoses. Future 
investigators may substantiate some of Dercum’s 
theories and pay tribute to his vision, but at present 
the edifice he has erected seems to tremble on slender 
evidence and rather shaky foundations. Even so, the 
book emanates from a thinker and merits careful 
perusal, which, moreover, is an agreeable task, as the 
author’s style is pleasing and attractive. a. Bs 


Diseases of the Chest, and the Principles of Physical 
Diagnosis. By George William Norris, A. B., 
M. D., and Henry R. M. Landis, A. B., M. D. 
Third edition, revised. Philadelphia and London: 
W. B. Saunders Company. 1924, 


The third edition of Norris and Landis has been 
enlarged and brought up to date, something necessary 
even in a textbook on physical diagnosis, since this 
science advances with the rest of medicine. One note- 
worthy evidence of this revision is the discussion on 
page 261 of the newer ideas concerning the causation 
of the mitral stenotic murmur. References to impor- 
tant late original literature are given throughout, espe- 
cially desirable for the student since the majority are 
in readily accessible journals in English. The same 
plan of correlating pathology and physical findings, 
and of emphasizing the physics of physical signs has 
been followed, of course, and for those engaged in 
teaching is the most valuable feature of the book. 

_ The illustrating has been most generous and con- 
tinues to be of the former excellent type. As in most 
textbooks, photographs of the female torso are con- 
siderably in evidence, and as usual are selected for 
their pulchritude rather than their pathology. At times 
this strikes one as being in rather questionable taste. 
joe paper and typography naturally are of the highest 
class. 

Could the authors only be persuaded to continue 
the work to cover the examination of the entire body, 
an absolutely ideal textbook of physical diagnosis 
would result—something sorely needed in the English 
language. As it is, Norris and Landis’ constitutes the 
last word on the physical diagnosis of conditions of 
the heart and lungs. eee 


Two Lectures on Gastric and Duodenal Ulcer. A rec- 
ord of ten years’ experience. By Sir Berkeley Moyni- 


han. 
1923. 


This is a paper-bound volume of forty-eight pages. Lec- 
ture I—“On Some Problems of Gastric and Duodenal 
Ulcer” was delivered before the Hunterian Society of Lon- 
don, January 29, 1923, and appeared in the British Medi- 
cal Journal February 10, 1923. Leeture II—“On the Treat- 
ment of Duodenal Ulcer’ was delivered before the Har- 
veian Society of London, March 22, 1923, and appeared in 
the Lancet, Volume 1, 1923. 

In these lectures which are well prepared and entertain- 
ingly written, the author. reviews his experience during a 
period of ten, years. Seven hundred and eighteen cases are 


48 pp. New York: William Wood and Co. 
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reviewed. The operative results in these cases have been 
excellent, and the mortality exceedingly low. 

Sir Berkeley makes a strong case for the surgical treat- 
ment of gastric and duodenal ulcer, but admits that certain 
ulcers heal under medical treatment. 

Many of the cases treated medically recur; some develop 
the more serious complications, hemorrhage, perforation 
and malignancy, and the writer points out the great diffi- 
culty of keeping a patient who is free of pain and dys- 
pepsia under the strict dietary regime for the time neces- 
sary to secure permanent healing. 

In the final chapter the author states that physicians 
should acquaint themselves with the pathology of a living 
gastric and duodenal ulcer, as seen at operation, for only 
by such observation, can the physician realize how pro- 
tracted and how scrupulous the medical treatment of so 
grave a lesion must necessarily be. See hes 





The Examination of Patients. By Nellis B. Foster, 
M. D. 253 pp. Illustrated. Philadelphia and 
London: W. B. Saunders Company. 1923. 


This small book is an excellent compendium of the 
technic of diagnosis. It is quite evident that it is 
founded upon a good many years of experience in 
teaching. For this reason it ought to be of great 
value to the student and also to the practitioner who 
wishes to refresh and standardize his methods. The 
methods of ordinary physical diagnosis are briefly but 
clearly described with adequate discussion of the sig- 
nificance of the various findings and combinations of 
symptoms. The technic is also given for various semi- 
surgical procedures such as paracentesis, spinal punc- 
ture, Schick test, etc. The illustrations add to the 
usefulness of the volume. ~L, W. 





Intranasal Surgery. By Fred J. Pratt and John A. Pratt. 
334 pp. Illustrated. Philadelphia: F. A. Davis Com- 
pany. 1924. Price, $5.50. 

The author states in the preface that the purpose in 
writing the book is to make the anatomical relations and 
the whole field of intranasal surgery simple and clear to 
the student, intern, and general practitioner, as well as for 
the beginning specialist. 

The main criticism of the book is on this very point, 
namely, its descriptions, particularly anatomical descrip- 
tions are too short and vague to be clear. Even to one 
trained in this field, the anatomical descriptions in this 
book are apt to be confusing. 

The chapter on the septum and the submucous resection 
of the septum operation is the only really good clear chap- 
ter in the book. 

There are many good points of the author’s own expe- 
rience and observations which are both interesting and 
valuable. BA; ¥. 


Cancer of the Breast. With a study of two hundred 
and fifty cases in private practice. By L. Duncan 
Bulkley. 336 pp. Illustrated. Philadelphia: F. A. 
Davis Co. 1924. Price $3.50. 

An extreme example of the process of drawing con- 
clusions by twisting facts to fit a theory. The book is 
an unconvincing exposition of the author’s conception 
of cancer as a constitutional disease caused by errors 
of metabolism and curable by dietary and medical 
measures. The case reports display the usual inade- 
quacy of diagnosis and uncritical, optimistic interpre- 
tation of end-results. It will be fortunate if the book 
does not do positive harm in the hands of a 4 a 





The Anatomy of the Nervous System. From the 
standpoint of development and function, By Stephen 
W. Ranson, 2nd ed. 421 pp. Illustrated. Philadel- 
phia and London: W. B. Saunders Co. 1924. 


Several additions have been made in the revision of this 
work, notably the blood supply of the brain, and a dozen 
clinical histories taken as illustrative of lesions of impor- 
tant parts of the nervous system. The value of the latter 
addition is questionable. It should have been more thor- 
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oughly done or not at all. It is not complete enough to 
serve as a reference source for student or practitioner, and 
that is its chief excuse for being. The book remains an ex- 
cellent reference work for the general reader. E. W. T. 





Physical Diagnosis. By Richard C. Cabot. 8th ed. 
836 pp. Illustrated. New York: William Wood & 
Company. 1923. 


The eighth edition of Physical Diagnosis by Richard C. 
Cabot remains the standard text-book in physical diagnosis 
for medical students, and is of great value to the practi- 
tioner as well. This edition is made more attractive by 
the work on electrocardiography by Dr. Paul D. White, 
and is well supplemented by excellent reproductions of 
x-ray photographs. 

Dr. Cabot has an excellent method for the graphic de- 
scription of heart murmurs which should be more gener- 
ally adopted in the teaching of medicine. There are a 
great many typographical errors which have escaped the 
eye of the proofreader, but these do not detract materially 
from the general worth of the text. W. J. K. 





Manual of the Diseases of the Eyes. By Charles H. 
May, M.D. 1ith edition, revised. William Wood & 
Company. 

What a splendid little book Doctor May has given to 
us. It is precisely what the family physician needs, and 
it is all he needs upon the special subject of diseases of 
the eye. Every physician who familiarizes himself with 
the contents of this little book of 400 pages will be able 
to do all that should be attempted by the family doctor. 





Clinical Notes and 
Suggestions 


A METHOD TO FACILITATE THE PASSAGE 
OF THE STOMACH TUBE 


Pass a flat, one-eighth inch wide, two feet long, steel 
staff, protected on both cut ends with suitable rounded 
edged non-corrosive material for protective effect into the 
esophagus. : 

Take a stomach tube, with openings at the lower end 
and side, thread the staff through the lower end and side 
openings, the latter opening and staff thereby being 
anterior. 

This will cause the tip of the tube to point posteriorly, 
avoiding a possible irritation of the posterior larynx by 
the tip of the tube. When the tube is well down into the 
esophagus the staff should be withdrawn. 

Should there be suspected or actual narrowing of the 
entrance of the stomach, a longer staff could be used which 
would then act as a guide directly into the stomach. The 
necessary care, usual precautions and other approved 
measures observed.—Samuel Floersheim, M. D., Los An- 
geles. 


Adrenalin, the original representative of the blood- 
pressure-raising or pressor principle of the suprarenal 
glands, introduced in 1901 by Parke, Davis & Co., has 
now an interesting group of offshoots—preparations which 
depend in whole or in part for their value as medicinal 
agents upon the adrenalin they contain. 


There are Adrenalin Inhalant, Adrenalin Ointment, 
Adrenalin Suppositories, and, among the very latest and 
in some respects most remarkable combinations, an oint- 
ment which the manufacturers call Anesthone Cream be- 
cause it has a local anesthetic effect in hay-fever, rhinitis, 
etc.; there is said to be enough adrenalin in the formula 
to check excessive secretion and exert a reducing effect on 
the inflammatory condition to which much of the local 
irritation is due. 

Adrenalin itself has many important applications, among 
which are to be reckoned the control of asthmatic attacks 
and the restoration of heart action in cases of shock, or 
even apparent death. 
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SOUTHERN CALIFORNIA MEDICAL 
ASSOCIATION 


Progrdm of the Seventy-first Regular 
Semi-Annual Meeting 


Friday and Saturday, November 14 and 15, 1924, 


Ebell Club, 1719 South Figueroa Street, 
Los Angeles 


Officers—Egerton Crispin, M. D., Los Angeles, Presi- 
dent; Rexwald Brown, M. D., Santa Barbara, First Vice- 
President; Allan L. Bramkamp, M. D., Banning, Second 
Vice-President; Charles T. Sturgeon, M. D., Los Angeles, 
Secretary-Treasurer. 

Friday—2 p. m. 

Call to Order. 

Reading of Minutes. 

Reports of Committees. 

Scientific Program. 

The Laboratory Problem of Modern Medicine—Hersel 
Butka, M. D., Los Angeles. 

Discussion—A. H. Zeiler, M.D., Los Angeles; New- 
ton, Evans, M. D., Loma Linda. 

Hemorrhagic Diseases of the New-born (lantern slides)— 
iH. M. Coulter, M. D., Pasadena. 

Discussion—W. M. Happ, M.D., Los Angeles; Oscar 

Reiss, M. D., Los Angeles. 

Prophylaxis in the More Common Types of Obstetrical 
Morbidity—N. H. Williams, M.D., Los Angeles. 

Discussion—J. M. Slemons, M. D., Los Angeles; P. O. 

Sundin, M. D., Los Angeles. 

Lupus Erythematous Disseminate—Case Report—Fred B. 
Clarke, M. D., Long Beach; A. W. Warnok, M. D., San 
Pedro. 

Discussion—V. R. Mason, M. D., Los Angeles; Samuel 

Ayers, M.D., Los Angeles. 

Surgical Treament of Tuberculosis Peritonitis — George 
Patterson, M.D., Los Angeles. 

Discussion—Rea Smith, M. D., Los Angeles; Rexwald 

Brown, M. D., Santa Barbara. 

Friday—8 p. m. 

Sacral Anaesthesia (lantern slides) — Albert J. Scholl, 
M. D., Rochester, Minnesota. 

Blood and Tissue Changes in Anaphylactoid Reactions 
(lantern slides) —P. J. Hanzlik, M. D., Professor of 
Pharmacology, Stanford University, San Francisco. 

Saturday—9 a. m. 

The Non-Operative Treatment of Poliomyelitis Paralysis— 
A. Gottlieb, M. D., Los Angeles. 

Discussion — John C. Wilson, M.D., Los Angeles; 

John Dunlop, M. D., Los Angeles. 

The Low Cervical Caesarian Section (lantern slides)— 
John Vruwink, M.D., Los Angeles. 

Discussion—W. C. McKee, M. D., Los Angeles; John 

C. Irwin, M. D., Los Angeles. 

Pyloric Stenosis and Pylorospasm in Children (lantern 
slides) —A. J. Scott, M.D., Los Angeles. 

Discussion—Guy Cochran, M.D., Los Angeles; C. C. 
Mason, M.D., Long Beach. 

The Use of Quinidine in Cardiac Arrythmias (lantern 
slides)—R. H. Kennicott, M.D., Los Angeles; A. S. 
Granger, M. D., Los Angeles. 

Diagnosis of Tumors of the Breast—Joseph K. Swindt, 
M.D., Los Angeles. 

Discussion — A. S. Lobingier, M. D., Los Angeles; 
Henry H. Sherk, M. D., Pasadena. 
Saturday—2 p. m. 
Elections of Officers. 
Committee Reports. 

Radiotherapy of Bone Tuberculosis—Case Report (lantern 

slides) —H. H. Ullmann, M. D., Santa Barbara. 
Discussion — William B. Bowman, M. D., Los An- 
geles; E. N. McKee, M.D., Los Angeles. 

The Operative Treatment of Fractures (lantern slides)— 
W. L. Brown, M.D., and C. P. Brown, M.D., El Paso, 
Texas. 

Discussion—Charles D. Lockwood, M.D., Pasadena; 
C. L. Lowman, M.D., Los Angeles. 

Benzole in the Treatment of Leukaemia (lantern slides) — 
A. W. Wessels, M. D., Los Angeles. 

Discussion—James Churchill, M. D., San Diego; R. L. 
Crum, M.D., Los Angeles. 
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Injuries to the Ureters in the Course of Abdominal Opera- 
tions—E. C. Moore, M.D., Los Angeles. 
Discussion—Arthur B. Cecil, M. D., Los Angeles; Ro- 
land E. Skeel, M. D., Los Angeles. 
A Study of Persistent Thymus Gland (lantern slides) — 
Guy L. Bliss, M. D., Long Beach. 
Discussion—H. K. Berkely, M. D., Los Angeles; R. G. 
Taylor, M. D, Los Angeles. 
Saturday—8 p. m. 


Problems of Internal Secretion—John J. Abel, M.D., Pro- 
fessor of Pharmacology, Johns Hopkins University Medi- 
cal School and former Professor of Pharmacology. and 
Therapeutics, University of Michigan. 


All papers limited to 15 and 20 minutes, and all dis- 
cussions to 5 minutes. 











The Sheppard-Towner Act—The publicity depart- 
ment for the Children’s Bureau of the United States De- 
partment of Labor announces that $1,688,047.12 has been 
expended by federal and state governments in the carry- 
ing out of the Sheppard-Towner Act, or the so-called fed- 
eral Maternity and Infancy Act, during the first fifteen 
months following its passage. The federal grants to the 
states have totaled $1,046,523.56, and the state appropria- 
tions $641,523.56. Forty-three states co-operated in 1922, 
and forty-one states in 1923. The number for 1924 in- 
cludes forty. The states that do not co-operate are Kansas, 
Illinois, Louisiana, Vermont, Maine, Massachusetts, Con- 
necticut, and Rhode Island, but Louisiana is to come in 
during 1925. Since this bill was strongly opposed by the 
medical profession before it was passed by Congress and 
endorsed by President Harding, it is in order to inquire 
as to just what has been accomplished through the expendi- 
ture of this large amount of money. Perhaps it is well to 
quote exactly what the publicity department for the bureau 
has to say; the claim is made that this Act has demon- 
strated its value since it has: “1. Stimulated state activities 
in maternal and infant hygiene. 2. Maintained the prin- 
ciple of local initiative and responsibility. 3. Improved 
the quality of the work being done for mothers and babies 
by disseminating through a central source—the federal 
government—the results of scientific research and methods 
of work which have been found to operate successfully. 
4. Increased state appropriations with the passage of the 
Act. From the appropriation for the fiscal year 1922, fif- 
teen states were able to accept only the $5000 unmatched 
funds. Six states were able to accept only the $5000 un- 
matched from the federal appropriation for the fiscal year 
1923. All of the states co-operating under the Act either 
have already accepted more than the $5000 unmatched 
allotment from the 1924 federal appropriation, or will be 
able. to do so. Moreover, since the Maternity and Infancy 
Act became effective, thirty-three states accepting it have 
made definite increases in their own appropriations for the 
welfare of mothers and babies.” Actually, the first three 
items just quoted mean nothing. They represent no scien- 
tific evaluation of results, but merely the general statement 
that more attention is being paid to the matter without 
evidence of paternalism. How is it demonstrated that this 
Act, which is essentially paternalistic, has “maintained the 
principle of local initiative and responsibility”? The fourth 
claim made means even less from the standpoint of bene- 
fit, since one of the chief charges against this Act was 
that it forced the states to appropriate money in order that 
they might receive an equal share of federal funds. It is 
strange, then, that the claim should be made that one of 
the benefits of the Act has been that the states have been 
forced to appropriate money which, by the very nature of 
things, they could hardly avoid appropriating. If the pro- 
ponents of the Sheppard-Towner Act would justify the 
bill, they must submit exact figures indicating that the 
maternal and infant death rates have been appreciably 
lowered in those states which have co-operated with the 
federal government, and that the rates are much lower 
than those obtaining before this meddlesome legislation 
became effective, and lower also than those of the states 
which have not co-operated, and which may serve in this 
case as a control. Furthermore, recognition should be 
made of the tendency toward lowering of maternal and 
infant mortality rates in accordance with the general 
lowering of all mortality rates following increased appli- 
cation of our knowledge of sanitation and hygiene.—Jour- 
nal A. M. A., September 13, 1924. 
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BOARD OF MEDICAL EXAMINERS 


Juan De Dios Garay Convicted at Last—The fol- 
lowing abstract of a report by Special Agent Albert Carter, 
forwarded to us by Doctor C. B. Pinkham, secretary of the 
Board of Medical Examiners, is interesting and instruc- 
tive: 

“It is with considerable satisfaction that we can report 
that, with the help of the Postoffice Department and United 
States Court, we have at last eliminated entirely from this 
field of activity one of the worst medical fakirs with 
which we have ever had to contend. 


“After a trial lasting three or four days in the United 
States District Court of the Southern District of Califor- 
nia, Juan de Dios Garay, one of the most notorious and 
clever swindlers on the Pacific Coast, has been put out 
of the business. He was today convicted by a jury on all 
six counts of an indictment charging him with using the 
United States mails in a scheme to defraud, and was sen- 
tenced by Judge Bledsoe to pay a fine of $1,000 on each 
count ($6,000) and to serve five years in the federal prison 


on McNeil’s Island on each count, sentence to run con- 
currently. 


“For years we have had trouble with this individual. 
He has been arrested by this office four different times 
since 1919, and on one occasion paid a fine of $100. He 
has continually violated the Medical Practice Act, but 
owing to the fact that he mixed religion, mental treat- 
ments, superstition, and the sale of a medicine in bottles, 
it became practically impossible to convict him in the 
police court. Upon one occasion we subpoenaed ten of his 
Mexican patients as witnesses, but they were superstitious 
and feared his occult powers and only one appeared, and 


she was willing to swear that she had never seen Garay 
before. 


“On going through Garay’s place of business with a 
search warrant, we found many thousands of letters from 
all over the United States, from Mexico, Cuba, . Guate- 
mala, Peru, Brazil, and other foreign countries. Many of 
these letters had money-orders attached, in payment for 
treatment for various diseases or his various schemes, such 
as “Treatment for success in business”; “To bring back 
lost husband, wife, or sweetheart”; “To be successful in 
gambling”; “Power to read the deepest thoughts of any 
person”; “Power to make yourself visible or invisible’; 
“Secret to find any treasure; “To communicate with any 
being beyond the grave,” etc., etc. 


“His schemes were so many and varied that he kept 
a complete file of customers’ letters with carbon copies of 
his replies to each one. To those who wanted to be cured 
of some disease he sent from one to twelve bottles of his 
“Aztec Treatment,” which is composed of walnut bark, 
sarsaparilla, rose castile, water and sugar. To win the 
love of a sweetheart, he sent a white powder composed of 
fine steel filings and some ingredient to make them burn, 
with instructions to divide into equal parts and burn one 
each night between 9 and 12 o’clock. 


“Not content with his various schemes of obtaining 
money through occultism and superstition, Garay had some 
beautiful diplomas of the ‘Instituto de Cienclas Occultas— 
A School of Magician,’ printed, and for one of these, sold 
to Huagleto C. Mendoza, he obtained the sum of $85. 
This diploma certified to the proficiency of Mendoza in 
spiritism, somnambulism, magnetism, cartomancia, chiro- 
mancy, and astrology, but when asked by Judge Bledsoe 
what occultism is, Mendoza said he didn’t know. 


“After many of Garay’s dupes had appealed to our 
office and to the City Prosecutor and District Attorney’s 
office without being able to obtain much results, we fur- 
nished the Postoffice Inspector, Mr. Sharon, with a list of 
names of persons who had been swindled by Garay 
through the United States mails on various schemes. The 
United States grand jury, acting upon this information, 
indicted Garay, and witnesses were brought from different 
parts of the state.” 


The fact is, as all who have had experience in business 
of any kind know, that it is the individual who does 
things—not a board or a commission. There is no commis- 
sion anywhere, there is no board anywhere, that does 
things affirmatively unless it is dominated by one man, and 
the only benefit from the other members of that body is 
in their advisory capacity—Frank O. Lowden. 
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STIMULANTS, DEPRESSANTS, HUMOR 


Permit me to congratulate you and your staff on the 
excellent arrangement of the material in the California 
and Western Medicine. The arrangement of articles and 
the quality of reading matter presented stand out con- 
spicuously in medical journal composition. As I look 
over the Journal (October issue) this morning its very 
high quality prompts me to send you this note of appre- 
ciation and congratulation.—E. C., Los Angeles. 


I am returning Dr. Blank’s paper on backache with a 
brief discussion which I trust will not prove too critical. 
It’s a subject in which I am particularly interested, and I 
am glad to have had the opportunity to discuss the 
paper.—L. L., San Francisco. 


Doctor—Well, Thomas, how are you? Y 
Thomas—I be better than I was, sir, but I hain’t as 
well as I was before I was as bad as I be now.—Exchange. 


Enclosed you will find_Dr. ——————’s paper, together 
with a brief discussion. I wish to thank you for this op- 
portunity and shall be glad to render service along this 
line within my range as a general practitioner.—E. B., 
Dinuba. 


Fundamental educational medical facts should be taught 
to the public if they are to think logically and: reach logi- 
cal conclusions. We are fortunate in having an editor 
who has the ability, the knowledge and the courage to 
write these splendid editorials. While they do the Medical 
Society doctors a great deal of good, they should be sent 
also to the public. These are vital facts that the public 
should know. We read enough against the subject in 
almost any popular magazine we care to pick up. These 
editorials are indeed tragically true.—C. L. C., Redlands. 


I wish to thank you and to express my appreciation for 
your reference of Dr. Blank’s paper to me for discussion. 
I returned only last night from the East, so I am unfor- 
tunately a day late in returning to you the manuscript 
and the discussion; however, that is not bad for a doctor. 
—G. W. J., Santa Barbara. 


Business Man to Colored Janitor—Sambo, if you’ll take 
this prescription down to the drug store and get a quart 
of Scotch, I'll give you a drink. . What! Aren’t you 
gone yet? 

Sambo—Boss, I’se back! 


I wish to thank you for allowing me a place on the dis- 
cussion of Dr. Blank’s very valuable paper. If my little 
contribution meets with your approval I will be glad to 
come again some time.—E, M. McK., Los Angeles. 


Dear Editor—Hope you haven’t overlooked Gests’ arti- 
cle in the October Atlantic Monthly. I think you will 
enjoy it, especially the paragraph which'has to do with 
the “professional uplifter.”—H. H. J., San Francisco. 


We greatly appreciate your recent letter and are con- 
fident fhat a aarventiolnet in the California and Western 
Medicine will bring us the results which we naturally 
anticipate.—Hoffmann-La Roche Chemical Works. 








Changes in the Placenta Due to Syphilis—“Obstetri- 
cians and syphilologists are unanimous in admitting that 
syphilis produces certain changes in the placenta which 
are characteristic,” says Joseph S. Lawrence (Venereal 
Disease Information, U. S. P. H. S.). “The changes ap- 
parent on inspection are: 1. Size: The normal placenta 
equals about one-sixth the weight of the fetus, while a 
syphilitic placenta may equal one-fourth, one-third, or even 
one-half its weight. 2. Thickness: The thickness of a 
normal placenta is about one inch, but may vary inversely 
to its area; the syphilitic placenta will be noticeable by its 
abnormal thickness. 3. Color: The syphilitic placenta has 
a dull gray appearance. 4. Consistency: Soft and friable. 
5. Blood vessels: Enlarged, thickened vessels over the sur- 
face of the placenta and cord. The changes are even more 
characteristic when examined with the microscope. The 
thickness, it will be seen, is due to enlargement of the 
villi, and the gray color to the almost total absence of 
blood vessels from the villi. The destruction of the blood 
vessels may account partly for the death of the fetus. All 
of the changes are most marked in the placentas of still- 
births. The presence in the placenta of any of the changes 
described should suggest to the physician the- possibility 
of congenital syphilis, but their absence must not be taken 
as proof that syphilis cannot be present. The relation of 
time of infection to time of impregnation will have some 
bearing upon the extent of the change. If infection occurs 
when gestation is well advanced the placenta may not be 
infected, but if impregnation occurs during the florid stage 
or in the tertiary stage the placenta is likely to be exten- 
sively involved. 





CALIFORNIA AND WESTERN MEDICINE 


THE ECONOMIC PROBLEMS OF 
HEALTH 

In discussing this subject editorially BETTER 
HEALTH says: Citizens of all countries are con- 
sidering as never before the economics of service and 
particularly of public service. The trend of opinion 
in the more general fields of industry are of particular 
interest to physicians, because the solutions worked 
out for power companies, transportation agencies and 
the larger industries will soon be reflected in and 
applied to health problems. 


That group of people who appear to believe in 
and work for Government ownership and opera- 
tion of public utilities are always active, and never 
more so than now. The broad field of health 
has been, and is, their particular battleground. 
Wherever they have succeeded in socializing the 
agencies of health, these agencies have a tendency 
to depreciate in quality and effectiveness and in- 
crease in quantity and costs. The movement has 
never been approved by physicians. It probably 
always will be opposed, except by the comparatively 
few who by reason of salary or other narrow in- 
terest join with the Socialists. It is interesting 
to observe the strange influence which a _ small 
salary and a Government job often exerts in trans- 
forming the views of the employe. In all phases of 
political socialism to subsidize, leaders in this move- 
ment have utilized it as much as possible in their 
attempts to socialize—governmentize—health and its 
agents and agencies. So far, with strikingly few 
exceptions, they have been unable anywhere to 
secure the services and endorsement of more than 
a few men highly respected by their colleagues. 

Here on the rim of Western civilization the prob- 
lem has been before the people and rejected by 
them in one candid campaign, and phases of it have 
been before them frequently and will be again, 
usually in deceptive disguises. 

So it behooves physicians and other intelligent 
citizens genuinely interested in having the best 
possible health machinery operated by persons edu- 
cated for the purpose to remember that “State 
medicine,’ and “socialized” medicine and _ public 
health by any name is part of a larger problem of 
State control and socialization which should have 
their consideration, by whatever label and in what- 
ever field it comes first. 

It may eventually prove valuable to civilization 
that the Socialists picked health as the most popu- 
lar field in which to carry on their various ex- 
periments. As a_ strategic move it seemed a 
particularly wise choice because of the lack of 
economic organization of the field, the multiplicity 
of theories regarding methods of service inherent 
in man’s understanding of man, and the difficulty 
in measuring and interpreting end results, and the 
certainty of appeal to those who are blown around 
by everv fresh breeze. However, in spite of such 
apparently favorable opportunities, experience has 
developed methods of computing results and these 
have left the dream of Government management of 
health agencies on the defensive. During the last 
few years their spellbinders no longer consider it 
wise to refer to what they have done in European 
countries, or their achievements during the war, 
and when their omissions are called to their atten- 
tion they flounder in confused explanations. 

Lately it appears that one strong socio-political 
group with a lot of publicity pull have discovered 
some socialized health countries in the Antipodes, 
and the propaganda they are releasing sounds 
curious to students who have spent much time in 
those countries. 

Unfortunately, the great majority of thinking 
people who are unalterably opposed to Socialism, 
expressed in Government management or other- 
wise, have not heretofore found common ground 
in a constructive effort. Two comparatively re- 
cent movements in this direction are attracting wide 
attention and both are growing fast. They are 
“customer ownership” and “employe ownership.” 
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Theoretically, Government ownership is “customer 
ownership” and “employe ownership” raised to the 
nth degree. The best ptoof that this is not a 
fact practically is found in the bitter and even 
violent opposition of all Socialists and bureaucrats 
to these movements. 

Both these movements are much more exten- 
sively developed in California and in much wider 
fields than is generally realized. Transportation 
agencies, power companies, department _ stores, 
hotels, etc., are proceeding along one or both of 
these lines. Hospitals and health agencies are mov- 
ing in the same direction. The majority of the 
hospital and other expensive health agency move- 
ments now active in California embody these prin- 
ciples. This is without understanding or agree- 
ment and appears to be the result of the uncon- 
scious molding of men’s minds in principles that 
when sound lead to permanent progress. 


The Pathologist of 1940—Under this title, William C. 
MacCarty says (Jr. of Lab. and Clin. Med.) : “The divid- 
ing of our investigative ways was necessary, like the early 
diverse paths of exploration of America. Some approached 
the West by a northern route, some the southern route, 
and others by a middle route; but today we go in all 
directions and ‘meet at any point. And so it has been in 
medicine, the trails, especially in our generation, have 
been parallel, sometimes divergent and sometimes conver- 
gent; they have frequently crossed each other. This last 
condition I believe we are in now; our trails of scientific 
progress are crossing each other; we are unnecessarily re- 
tracing each other’s steps. It is time, it seems to me, to 
form trunk lines and eliminate many valueless cross lines. 
This we see in our attempts at group medicine and hos- 
pital standardization. This is all very good, but what 
have we done and what are we doing? We are develop- 
ing physical examiners of patients, chest experts, rectal 
experts, nose and throat experts, gynecologic experts, sur- 
gical operators, radio-therapists, skin specialists, kidney 
specialists, bladder specialists, head specialists—in fact, 
specialists for every anatomical region and organ of the 
body. To these we have added laboratory specialists for 
blood, urine, feces, and other body fluids and excretions. 
Even the business and social service sides of our profes- 
sional work have been specialized. We are all specialists, 
but where are the great correlators and generalizers? 
What is the basis of correlation of facts about disease? 
These are questions, the answers to which will point the 
Way we are going as a profession. In my opinion there 
are only two answers: we, as a lot of specialists, are going 
to be managed by executives who are business men pri- 
marily; or w will develop individuals who, by correct and 
long training, know how to put all of the facts, found by 
experts, together and read the diagnosis, cause, prevention, 
palliation, and cure of disease with its social, economic and 
humanitarian. significance. This individual will be the 
pathologist of 1940. He will not be a morbid anatomist 
alone, serologist alone, symptomologist alone, roentgenolo- 
gist alone, immunologist alone, surgeon alone, therapist 
alone, or any other kind of narrow specialist alone. He 
will be one who has had the broadest experience with all. 
He cannot be a youth, although his mind may be youthful. 
He cannot be made in a few years; he must have spent a 
long apprenticeship; he must have the needs of the whole 
patient at heart.” 


Examination for Nurses Desiring Public Health 
Nursing Certificates—This examination has been set for 
Saturday, December 13, 1924, at 9 a. m., and will be held 
in the offices of the State Board of Health, 117 State build- 
ing, San Francisco, and 823 Pacific-Finance building, Los 
Angeles. 

Application blanks may be obtained at the offices of the 
Board at Sacramento, Los Angeles and San Francisco, and 
should be filed not later than December 1, 1924. 


It has been estimated that with the private agencies, 
hospitals, public health appropriations, etc., included, no 
less than $60,000,000 or about $10 per capita is expended 
annually in the city of New York for public health work. 





